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THE LONG FOX MEMORIAL LECTURE: 


DELIVERED IN THE PHYSIOLOGICAL LECTURE THEATRE OF THE 
UNIVERSITY ON OCTOBER 30TH, 1928. 


THOMAS LOVEDAY, LL.D., Vice-Chancellor of the University of Bristol, 
in the Chair. 


BY 


J. OpERY Symes, M.D., 
Consulting Physician to the Bristol General Hospital, 


ON 


THE RELATIONSHIP OF 
ERYTHEMA NODOSUM TO TUBERCULOSIS. 


I very much appreciate the honour that has been 
done me in asking me to deliver the Long Fox Memorial 
Lecture. My subject is one that would have interested 
the distinguished physician in whose memory this 
annual lecture was founded, for he was chairman of 
the local branch of the National Association for the 
Prevention of Consumption, and one of the original 
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founders of what is now Winsley Sanatorium. Amongst 
his many contributions to medical literature were 
articles on acute tubercle, on tuberculous phthisis, 
on the temperature in phthisis and tuberculosis, and on 
practical difficulties in the diagnosis of acute phthisis. 

My personal acquaintance with Dr. Long Fox was 
slight, but soon after I arrived in Bristol he asked me 
to dine with him, and introduced me to members of the 
staff of the Royal Infirmary, and this subsequently led 
to my appointment as bacteriologist to that institution. 

Newbolt, in his book, Clifton College Forty Years 
Ago, says: ‘‘ Dr. Fox was one of the great doctors. 
Wherever he went pain was cheered, the dying 
comforted.’ This is an apt description, and one we 
should all covet. During the five years in which I 
watched him driving through the streets of Clifton I 
was constantly struck, not only by the fine intelligence 
of his face, but also by its beautiful benevolence. 
Certainly he is the only Bristol doctor whose portrait 
ever appeared in the pages of Punch, where it 
was included as an illustration of “a good bedside 
manner.” 

Even in Long Fox’s day the problem of the nature 
and causation of erythema nodosum was being discussed. 
His friend, Dr. Harrison, who was physician and skin 
specialist to the Bristol General Hospital, was made 
President of the Dermatological Society in 1900, and 
took erythema nodosum as the subject of his address, 
describing it as an acute specific disorder akin to the 
exanthemata,—like them, infectious or contagious. 

Dr. Alfred Lendon, of Adelaide, whose little book 
entitled Nodal Fever has been the standard and classical 
work on erythema nodosum since its publication in 
1905, was house-surgeon at the Bristol Royal Infirmary 
from 1879 to 1883, and no doubt was influenced by 
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Long Fox’s teaching, although the latter had given up 
his post of physician in 1877. 

I may claim, therefore, that my subject is one 
peculiarly suitable for the Long Fox Lecture in the 
University of Bristol. 

Owing to mistakes in diagnosis, this disease has 
become confused with (1) certain skin conditions, the 
chief of which is erythema multiforme, (2) rheumatic 
fever, (3) allergic and anaphylactic manifestations. It is 
necessary, therefore, briefly to discuss some of these 
conditions before dealing more fully with the relation- 
ship to tuberculosis, the only disease with which 
erythema nodosum is closely and definitely associated. 

I have discussed elsewhere* the relationship to 
erythema multiforme, and all I wish to say at this 
juncture is that it has seldom, in my experience, been 
a matter of practical importance. I am altogether 
opposed to the view that erythema nodosum and 
erythema multiforme are one and the same disease, and 
in my series of cases I have included none in which 
there could be any doubt as to the differential diagnosis. 

The view that erythema nodosum is a manifestation 
of acute rheumatism is very largely due to Stephen 
McKenzie’s! original contribution, and his views have 
been copied from one text-book to another. The aches 
and pains, the arthritis, the fever, and the appearance 
of an erythematous rash are common to both diseases, 
but here the similarity ends. Some years ago I tried to 
establish a relationship between the two diseases by 
making a careful physical examination and detailed 
anamnesis of every case of erythema nodosum. 

In a series of 48 cases seen at the Bristol General 
Hospital up to 1907 there was the possibility of a 

* Erythema Nodosum, 1928, Messrs. John Wright and Sons, Bristol. 


In this book the whole subject is dealt with fully. A review appears 
on page 314 of this issue. 
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rheumatic connection in 22 per cent., if one took into 
account a family or personal history of rheumatic fever, 
chorea, or growing pains, and regarded all cardiac 
bruits, of whatever nature. as due to some form of 
rheumatic carditis. From 1907 to 1920, 50 cases of 
erythema nodosum were seen in hospital and private 
practice, and the result was much the same; 25 per 
cent. gave either a family or personal history of acute 
rheumatism, or had a cardiac bruit whilst under 
observation. In the majority of these cases a note 
was made of the fact that the bruit was probably 
hzmic or due to myocardial degeneration. 

If it be remembered that one of every fifteen 
children over 7 years of age is rheumatic, then this 
evidence is very unconvincing. The facts opposed to 
the rheumatic view may be chiefly tabulated as 
follows :— 


Acute 
Erythema Nodosum. Rheumatic Fever. 


Prodromata -. «| Common. Rare. 
Age incidence .._ ..| Second and third decades. 5-10 years. 
Sex ss ss! ele ves) deommales: Males and females 
about equal. 
Seasonal incidence ..| Second and last quarters. Third quarter. 
Evidence of infection 
and epidemicity ..| Considerable. Very little. 
Relapse and recurrence} Rare. Frequent. 
Carditis, chorea and 
nodules .. ..  ..| Not seen. Frequent. 
Effect of salicylates ..| Very slight. Relief. 
Phlyctenule .. «| In about 33 per cent. None. 








Gosse 2 has made a very complete refutation of the 
view that erythema nodosum is a rheumatic disease. 
In his series of 100 cases of erythema nodosum there 
was not a single one of pericarditis, endocarditis, 
hyperpyrexia, pneumonia or nodules. Only one had 
chorea. He also found that the seasonal curves did not 
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agree, nor was the age or sex incidence the same. On 
the same grounds Herbert Koch rejects the rheumatic 
theory. In his series of 48 cases not one showed evidence 
of endocarditis or chorea. 

Landau 4 conducted an investigation at the Children’s 
Hospital, Gothenburg, from January, 1922, to 
September, 1926. He summarises his results as follows : 
In 130 cases of erythema nodosum in children from 1 
to 14 years of age, only once (0°8 per cent.) had a previous 
rheumatic affection occurred in one and the same 
patient. In 136 cases of acute rheumatism, endo- 
carditis, or chorea the anamnesis recorded erythema 
nodosum in 4 cases (3 per cent.). The frequency of 
erythema nodosum in rheumatic affections was therefore 
hardly any greater than can be expected in any disease 
of moderate frequency in childhood. Landau also 
confirms the objection that the age incidence and the 
seasonal occurrence in the two diseases are entirely 
different. The rheumatic theory was founded on the 
very flimsiest evidence, and it is rapidly becoming 
discredited in this country. 

The question as to whether erythema nodosum is 
an allergic or anaphylactic condition arising from one or 
a variety of foreign proteins acting on persons of 
peculiar sensitiveness must also be discussed. Allergy 
which gives rise to such conditions as hay fever, asthma, 
migraine, and urticaria differs from anaphylaxis in that 
it may follow the first introduction of the exciting 
substance ; it is not necessary for the person to be 
sensitised first. It may be hereditary, and is difficult to 
produce experimentally. It most closely resembles drug 
idiosyncrasy. Undoubtedly many of the rashes which 
have been mistaken for erythema nodosum are of allergic 
origin, such for instance as the iodide and bromide 
rashes, the rashes which follow the intramuscular 
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injection of the sera, and probably the rash of erythema 
multiforme. 

The frequent association of erythema nodosum with 
the infectious diseases and with sepsis suggests an 
allergic origin, and the fact that erythema nodosum can 
be produced by the injection, and particularly the 
intradermic injection, of tuberculin would, if it were 
substantiated, point to the disease being an allergic 
manifestation of tuberculosis, a view which we shall see 
later is held by Wallgren. There are, however, many 
weighty arguments against the allergic theory. It 
would be difficult to reconcile it with a definite age, sex 
and. seasonal incidence, and one would not expect to 
find a regular and orderly sequence of symptoms, or to 
see local outbreaks or small epidemics. 

Allergic diseases are extremely apt to recur, as 
do hay fever, asthma and migraine. Recurrences in 
erythema nodosum, however, though they do occur, are 
exceptional. The slow onset of symptoms in erythema 
is very unlike the speedy response to various antigens 
that one sees in allergic conditions. The injection 
of adrenalin has no effect on erythema nodosum. 
Another striking difference between the two conditions 
is the condition of the blood. In allergy there is an 
eosinophilia and a leucopenia. In erythema nodosum 
there is a slight leucocytosis and eosinophilia is absent. 
Of 11 recent differential blood counts, in only one did 
the eosinophils reach 5 per cent. In one it was 4 per 
cent., in one 3°5 per cent., and in all the others 2 per 
cent. or under. Due consideration of all the points 
enumerated does not strengthen or confirm the view 
that erythema nodosum is a condition due to allergy 
or any modified form of anaphylaxis. 

The view that erythema nodosum is in some way 
allied to tuberculosis is very widely held on the continent 
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of Europe, and much literature bearing on this aspect 
has been published in France, Germany, Austria and 
Scandinavia. References to the tuberculous nature of 
the disease have appeared from time to time in British 
and American medical literature, but the theory has 
never firmly established itself in our medical teaching, 
as it has done in that of other European nations. The 
evidence brought forward in support of this view is 
chiefly clinical, but there is in addition a fair amount 
of experimental work bearing on the subject. It has 
been observed clinically that sufferers from erythema 
nodosum have frequently been in close and immediate 
contact with sufferers from tuberculosis, especially 
phthisis, or their history shows that there is a family 
history of tuberculosis or a personal history of previous 
tuberculous illness. It is stated that it is a common 
occurrence to find active tuberculous lesions in sufferers 
from erythema nodosum, and it is still commoner to 
find erythema nodosum followed by an acute and 
frequently fatal outbreak of tuberculosis. Pleuritic 
effusion is the most frequent of the sequel, and next 
come phthisis and tuberculous meningitis. Such 
manifestations may occur immediately after the attack 
of erythema nodosum, but generally there is an interval 
of afew weeks or months. Skiagraphy has been brought 
in to establish the relationship between the two 
conditions, the presence of opaque patches in the lungs, 
or of enlarged and caseous glands at the hilum, in 
persons suffering from erythema nodosum, being 
accepted as evidence of its tuberculous nature. 
Interesting reports based on the clinical findings have 
been published by many authors. Vetlesen,® in a 
comprehensive review of the literature dealing with this 
subject, states that of 45 cases of erythema nodosum 
which he has seen at the Communal Hospital in 
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Christiania 26°6 per cent. were regarded as tuberculous 
on clinical grounds. The association with pleurisy was 
particularly close. Of 350 patients with pleurisy 18 had 
previously suffered from erythema nodosum, and of 
1,317 patients suffering from various forms of tuber- 
culosis 12 had previously had erythema nodosum. In 
a later communication he advises that insurance 
companies should not accept applicants if they have 
suffered from erythema nodosum within four years of 
the time of application, for of 46 persons who had 
previously suffered from that malady, and who had 
been passed as suitable lives, 10 subsequently developed 
tuberculosis. _Hambro’s® figures are even more 
suggestive. Of 1,000 chest cases 256 were non- 
tuberculous in nature and none had suffered from 
erythema nodosum. Of the remaining 744 _ tuber- 
culous cases 62 had suffered from erythema nodosum. 
Pleurisy preceded the erythema nodosum in 3 cases 
and followed it in 27. Massini’ of Basel states that of 
29 cases of erythema nodosum 3 had definite phthisis, 
6 had pleuritic effusions, 1 peritonitis, 1 miliary 
tubercle, 1 enlarged lymph glands, 4 pyrexia of unknown 
origin, 1 tuberculous bone disease, 1 Bazin’s disease, 
and 1 had skiagraphic evidence of old tubercle of the 
lung. That is, 19 out of 29 were tuberculous. 

The experimental evidence bearing on the association 
of erythema nodosum and tuberculosis is not s0 
convincing. It very largely consists of the results of 
Von Pirquet’s skin test carried out upon sufferers from 
erythema nodosum both during and after the attack. 
The tests have been carried out very stringently, being 
sometimes repeated three or four times if the first 
attempts proved negative. Many observers have been 
content to rely upon the ordinary tuberculin test, 
or have placed confidence in a local reaction arising 
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from an intradermic injection of tuberculin. More 
recently several investigators have tested serum 
obtained by blistering over fresh erythematous nodes, 
or from blisters raised by intra-cutaneous injections 
of tuberculin, and have found in the serum substances 
favouring the tuberculin reaction. 

Excision of the nodes and their subsequent 
sectioning, staining, and examining for tubercle bacilli 
have not asa rule been successful in their detection, but 
Landouzy 8 in 1913 published a case in which he claimed 
to have been so. This report has been extensively 
copied in medical literature since that date. 

The inoculation of guinea-pigs with material obtained 
from lesions of erythema nodosum has met with but 
scanty success. Amongst many instances of research 
along these lines I may mention that of Hildebrandt, ® 
who induced tuberculosis in a guinea-pig with blood 
obtained from an erythematous node. Such results are, 
however, not sufficiently numerous or exact to be 
convincing, and it would be easy to give a long list of 
failures. Ernberg sectioned nodes from 4 cases and 
failed to demonstrate tubercle bacilli, and materials 
from the nodes of 2 cases were injected into guinea-pigs 
without result. Vetlesen inoculated guinea-pigs with 
material from 5 cases of erythema nodosum, and all the 
results were negative. 

Where systematic tests were made by Von Pirquet’s 
method the positive results are uniformly high. 
Wallgren’ obtained positive reactions in 97 per cent. 
of his cases. He regards the appearance of erythe- 
matous nodes as an allergic sign that the patient is now 
sensitised to tubercle. His work was done upon 
children, and he regards erythema nodosum as the 
exanthem of tubercle. Wallgren!! recently published 
the following extraordinary incident, a school epidemic 
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of erythema nodosum which showed its intimate 
association with tuberculosis :— 

A child suffering from phthisis was accidentally 
introduced to a class of 34 girls, between the ages of 
10 and 11 years, and eight weeks later 18 children 
developed illness confining them to bed. Of these 12 
had erythema nodosum and 6 had febrile attacks lasting 
one to seven weeks, but no other symptoms. These 
children were ill between March 13th and May 20th. 
Between May 15th and June 4th 32 of these children 
were carefully examined for signs of tuberculosis, 
Every one of them gave a positive Von Pirquet’s 
reaction. 31 were examined with the screen; 13 
showed distinct pathological hilum shading, and 4 
suspicious hilum shading. Of the 11 sufferers from 
erythema nodosum—1 was absent—6 showed distinct 
hilum changes, 1 was suspicious, and 4 showed no 
evidence of pulmonary change. 

In a private letter addressed to me in August, 1928, 
Wallgren says that since the publication of his article 
two of the children have developed pulmonary tuber- 
culosis and one tuberculous pleurisy. 

Many explanatory theories to account for the 
association of these two diseases have been brought 
forward. Erythema nodosum has been defined as a 
tuberculo-bacillemia, a tuberculo-toxzemia, and as an 
anaphylactic or allergic reaction caused by temporary 
hypersensitiveness to tuberculosis toxin. 

Pollak!2 went so far as to say that erythema 
nodosum was a special form of subcutaneous tuberculide. 
Camac Wilkinson! says he has never seen erythema 
nodosum apart from tuberculosis. He would apparently 
classify it as one of those concealed and masked 
tuberculous intoxications which have recently been 
described by Joseph Hollos,44 of New York, and by 
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Liebermeister. Others have maintained that whilst 
erythema nodosum is a definite and specific fever, it 
strongly predisposes to infection by tubercle, just in 
the same way as do measles and influenza. Feer 
regarded erythema nodosum as a specific fever, but 
suggested that tuberculosis predisposed the patient to 
it, and indeed was indispensable to its development. 
The condition, he suggested, was one of symbiosis. 

It will be seen that although there is a general 
consensus of opinion that the two diseases are in some 
way allied, there is a great diversity of views to account 
for this association. It is not my purpose to criticise 
the evidence or the theories that have been advanced, 
but rather to lay before you my own experience with 
regard to the association of erythema nodosum and 
tuberculosis, both from the clinical and the experimental 
standpoints, and then to discuss briefly the conclusions 
to which I have been led. 

My own experience in reference to the association of 
erythema nodosum and tuberculosis is mainly founded 
on 102 cases which I have seen since 1907. Previous to 
that date I made no examination of the patient directed 
especially to the detection of tuberculosis, and some 
cases seen since that date I have excluded, as the notes 
were of a very scanty nature. The diagnoses were made 
entirely on clinical examination or after-history, and in 
no instance was reliance placed exclusively in skia- 
graphic findings or the results of tuberculin tests. Of 
the 102 cases 19 were associated with tuberculosis; of 
these 11 showed evidence of tuberculosis at the time of 
the attack and 8 developed it after convalescence, 7 
within seven months of the appearance of the rash and 
the eighth after an interval of five years. Nineteen 
out of 102 cases (18°5 per cent.) may not seem a very 
large fraction, but the association of the two diseases 
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has been so striking and dramatic, especially where 
erythema nodosum preceded tuberculosis, as to leave 
no doubt in my own mind that the two were intimately 
connected. The tuberculous conditions found were :— 


Acute general tuberculosis 

Chronic enlargement of lymph g glands 
Pulmonary tuberculosis 

Pleural effusion - 

Disease of joints and bones 
Tuberculous testes 

Tuberculous meningitis 


oe bo 


— = HS 


Generally speaking, the acute conditions followed 
the appearance of the rash, and the more chronic lesions 
preceded it. 

The following table shows the period at which 
symptoms appeared after the attack of erythema 
nodosum :— 


General tuberculosis 6 months after erythema nodosum. 

General tuberculosis a few weeks after erythema 
nodosum. 

Pleural effusion .. 6 months after erythema nodosum. 
m ” .. GOweeks ,, 
pa a .. 7Tmonths ,, 
- ™ .. &months ,, 
- ro .. 9 years a 

Meningitis .. .. 4 months 


99 29 


99 99 


99 99 


99 99° 


re + a 99 


A brief history of some of these cases will perhaps 
help to illustrate the close relationship of the two 
conditions. 


A female child aged 2} years developed an erythema 
nodosum rash on January 17th, together with lymphadenitis. 
The temperature fell to normal on January 22nd, and _ she 
apparently made a good recovery. On February 15th the 





THE Lone Fox MemoriAL LECTURE 245 


febrile symptoms returned ; a nodule was found on the occiput, 
and another on the thigh. The fever continued unabated, and 
she died in September of generalised tuberculosis. 


A nurse probationer aged 19 developed the rash of erythema 
nodosum on April 7th. She had a severe febrile attack lasting 
four weeks. There were phlyctenules in both eyes. She went 
home on May 6th and returned to duty three weeks Jater. 
On August 12th she was found to be febrile and delirious, and 
was admitted to the Bristol General Hospital under my care. 
She died on August 21st, and the post-mortem examination 
showed caseating tuberculous glands at the hilum of the lung, 
together with acute tuberculous meningo-encephalitis. 


The history of the three following cases is very 
instructive and striking. The patients were nurses 
between 20 and 25 years of age, and the histories are 
so similar as to exclude any possibility of a chance 
association between the two diseases :— 


The first nurse developed erythema nodosum in March and 
tuberculous pleuritic effusion in October ; the second, erythema 
nodosum in August and tuberculous pleurisy in March ; the 
third, erythema nodosum in July and pleuritic effusion in 
October. 


Lastly, I mention the case of a girl of 15 years with a history 
of old rheumatic carditis. She attended the Bristol General 
Hospital out-patient department suffering from erythema 
nodosum, and, after a brief delay she was admitted under my 
care. The rash was then fading, but the fever never declined. 
She died a few days after admission, and at the post-mortem 
examination was found to have tuberculous mediastinal glands 
and a generalised tuberculous infection. All these are instances 
of such an intimate association of the two diseases that they 
cannot be regarded as purely accidental. 


[ am indebted to medical friends for several striking 
instances of the association of erythema nodosum with 
tuberculosis. The following was communicated to me 
by Dr. Marion Linton :— 


In a home for feeble-minded women and young children 
there occurred in 1922 and 1923 eleven or twelve cases of 
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tuberculosis. During the same period there were four cases of 
erythema nodosum. Three of these four cases occurred in 
June, 1922, and in each case the erythema nodosum preceded 
the tuberculosis. The first, a girl of 14 years, developed 
erythema nodosum in June, 1922, and died of tuberculous 
peritonitis in December of the same year. The second, a girl 
of 16 years, developed erythema nodosum in June, 1922. In 
November she had hematuria, and in the early spring of 1923 
she died of generalised tuberculosis. The third developed 
erythema nodosum in June, 1922, and subsequently developed 
phlyctenular conjunctivitis, keratitis, and adenitis, for which 
she entered the Eye Hospita] in January, 1923. The fourth 
case was suspected of tuberculosis, but was pronounced free 
and healthy on October 15th, 1923. She developed erythema 
nodosum four days later. 


Drs. Anderson and Cooper?!® published an interesting 
account of three sisters who contracted erythema 
nodosum between September 10th and October 3rd, 
apparently infecting one another. Their brother at the 
same time also had an illness with spots on his legs, 
but was not seen by a medical man. Dr. Cooper, who 
was formerly my clinical clerk, wrote in December, 1927, 
in reply to my inquiry, that subsequently one sister had 
developed phthisis, the second phthisis and pleurisy, 
and the third a chest complaint, the nature of which 
was not definitely identified. He adds: ‘Since then 
I have seen the following cases: M. T., died of miliary 
tuberculosis two months after an attack of erythema 
nodosum, and S. C., who had tuberculous glands in 
the neck, followed by the appearance of erythema 
nodosum.’ 

My experimental results have been scanty, and, 
such as they are, do little to support the theory of the 
tuberculous origin of erythema nodosum. With von 
Pirquet’s reaction the proportion of positive to negative 
results has been as three to two. Many of my cases, 
however, were adults, in whom the result is notoriously 
uncertain, and in most cases the test was done shortly 
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after the appearance of the rash, a period which I have 
since learnt often coincides with a negative phase. I 
have never succeeded in producing a typical reaction by 
the intradermic injection of tuberculin. 

On two occasions I have excised nodes which, after 
emulsification, have been injected into guinea-pigs. In 
neither case did tuberculosis result. Nodes from several 
cases have been excised, and sectioned with a view 
to ascertaining whether the microscopical structure 
suggested that the lesion was allergic or infective in 
character, and whether there was anything distinctly 
suggestive of a tuberculous origin. This work was done 
by Dr. Geoffrey Hadfield, Pathologist to the Bristol 
General Hospital (now Professor of Pathology in the 
London School of Medicine for Women), to whom I 
am deeply indebted. From his report it is evident 
that the skin lesions found in erythema nodosum are 
not caused by the presence locally of tubercle bacilli or 
other micro-organisms, but that it is an acute arteriolitis 
in the subcutaneous fat, and that the giant cells, which 
are present during the later stage of the nodes, do not 
form part of cellular systems as in _ tuberculosis, 
the whole condition being due probably to a soluble 
toxin. 

This finding, whilst it negatives the view that 
erythema nodosum is a tuberculo-bacillemia, is not 
opposed to the theories of tuberculo-toxzmia, or 
allergic reaction due to toxins from other micro- 
organisms. 

It will be evident that, although clinically there 
appears to be a close relationship between erythema 
nodosum and tuberculosis, this can be demonstrated in 
but a small proportion of the cases, various authors 
estimating this proportion between 10 and 20 per cent. 
If one takes into account the results of tuberculin tests 
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and skiagraphy, then this percentage is considerably 
raised. I cannot but think, however, that to classify 
a patient as tuberculous simply on the evidence of 
von Pirquet’s reaction or of skiagraphic shadows is a 
very bad practice, and in our present state of knowledge 
quite unjustifiable. 

At the end of 1927 I tried to ascertain the fate of 
36 cases of erythema nodosum who had been in-patients 
under my care at the Bristol General Hospital since 
1913. Fourteen of these could not be traced, but of the 
remaining twenty-two, one had contracted phthisis, 
one had suffered from pleuritic effusion, and one had a 
severe and long pulmonary attack, the nature of which 
was not definitely decided. In my private practice [ 
found the same state of affairs; the majority of those 
who have suffered from erythema nodosum are alive 
and well to-day, and have shown no evidence of 
tuberculosis, although under observation in some Cases 
for more than twenty years. 

That there is a connection between erythema 
nodosum and tuberculosis I am convinced, and the 
whole point of my lecture is to impress this fact upon 
the medical profession generally; but to say that 
erythema nodosum is a tuberculous disease, that it is 
the exanthem, or the first allergic sign of tuberculosis, 
is an exaggeration and overstatement of the case. 

Unlike tuberculosis, erythema nodosum has a 
definite age, and a still more definite sex incidence, a 
period of incubation and an ordered series of symptoms. 
There is a marked tendency for cases to occur in the 
early spring months, and from time to time one sees 
groups of cases and small epidemic outbreaks. Recovery 
is generally complete and final, and the mortality is very 
low, quite negligible if we exclude deaths from tuber- 
culosis. Individuals may have repeated attacks, and 
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several members of a family may have attacks, without 
serious injury to health and without the subsequent 
appearance of tuberculosis. 

The following two histories illustrate this very 
important point :— 


Mrs. A. (whose case was communicated to me by Dr. 
Winifred Nott), aged 40 years, generally enjoyed good health, 
but had suffered two miscarriages due to antepartum 
hemorrhages. Her eldest child had asthma. There was no 
personal or family history of tuberculosis. She was seen in 
March, 1927, suffering from a typical attack of erythema 
nodosum, from which she made a complete recovery. Her 
history was as follows: Her first attack of erythema nodosum 
was at 18 years of age. It was a severe one and complicated a 
badly swollen arm from vaccination. She was away from work 
for three months. Her second attack was when 21 years of 
age ; her third attack at 24 years; her fourth attack was slight, 
and she did not consult a doctor ; her fifth attack when 30 years 
old occurred during pregnancy; the seventh attack when 
37 years old occurred in the first month of pregnancy and was 
unusually severe. Such a history might well be quoted to 
support the allergic theory of causation, but it is to my mind 
a striking refutation of the view that this disease is a modifica- 
tion of tuberculosis. It is impossible to conceive that a patient 
should suffer eight attacks of acute tuberculosis, make a 
complete recovery from each, and yet exhibit, as did this patient, 
no signs of latent tubercle. 


Or take the case of the following family, with whom 
I have been intimately connected professionally for 
thirty years. 


The mother had rheumatic fever in 1883 and erythema 
nodosum in 1886. Of the ten children three were boys, and 
none of these suffered from erythema nodosum. The eldest 
daughter had tonsillitis in December, 1899, and this was 
followed by erythema nodosum, arthritis, pericarditis, and 
endocarditis, from which she died in March, 1900. The fourth 
daughter had an attack of erythema nodosum in India in 1925, 
and I saw her with a mild attack in 1927. The fifth daughter 
had erythema nodosum in 1920, and other attacks in Egypt in 
1921 and 1922. The sixth daughter I saw with attacks of 
erythema nodosum in 1915, 1920 and 1922. The only evidence 
of tuberculosis in the family has been that the third daughter 
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had suppurating glands in the neck in childhood. She has 
never had erythema nodosum, and there has never been any 
discharge from the neck wounds for more than thirty years. 


A point which is strongly opposed to the tuberculous 
theory is that in countries where tuberculosis is common 
amongst the coloured natives erythema nodosum is 
extremely rare or comparatively unknown. I have 
made inquiries from several men who have practised 
for twenty years in India, and they tell me that 
erythema nodosum is rarely seen ; and in Natal, where 
the natives and Indians are both unusually susceptible 
to tuberculosis, not one of my correspondents had seen 
erythema nodosum in coloured patients. 

I have mentioned previously that some authorities 
maintain that erythema nodosum is a modification of 
erythema multiforme, or that the two are one and the 
same disease. I have, however, never met with anyone 
who was prepared to maintain that erythema multiforme 
was a tuberculous disease. 

It is difficult to imagine that a comparatively rare 
and curable condition such as erythema nodosum is 
identical with a disease so common and incurable as 
tuberculosis. Summarising the pros and cons of this 
matter, I conclude that the association between the 
two diseases is beyond dispute. This association is not 
invariable ; indeed, it is the exception rather than the 
rule. Nevertheless, erythema nodosum must always be 
regarded as a danger signal, as a timely warning thal 
tuberculosis may exist or may develop. 

This being the case, the question naturally arises as 
to whether there is anything distinctive or suggestive 
in the attack which is the precursor of tuberculosis. 
This cannot be definitely answered, but undoubtedly 
tuberculosis is more likely to follow erythema nodosum 
in children and young adults, and in those in whom 
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there has been a family or personal history of 
tuberculosis ; any long period of pyrexia before the 
appearance of the rash, a sustained high temperature 
with slow development or long continuance of the rash, 
especially if it be in an atypical site; these, and a 
prolonged convalescence, all suggest the possibility that 
tuberculosis may be a sequela. It has been thought 
that the prognosis was worse if erythema nodosum 
developed in a _ patient obviously suffering from 
tuberculosis, but in my own experience the onset of 
tuberculosis after the development of the nodal fever 
is the more acute and grave condition. While it is 
possible that tuberculosis prepares the soil for erythema 
nodosum, it seems much more likely that erythema 
nodosum prepares the soil for tuberculosis; or if 
centres of latent disease exist in the bronchial glands or 
elsewhere, it lights them up to renewed and often fatal 
activity. The danger of this tuberculous infection is 
greatest during the first six months following the 
appearance of the rash, the greater number of attacks 
being recorded during this period, and the tendency to 
acute generalisation being then most marked. No 
patient can be regarded as safe until three or four years 
have lapsed, and during that time everything must be 
done to build up his power of resistance. 

The Long Fox Lectures were founded not only to 
perpetuate the memory of a great physician, but in 
order that new facts, and fresh additions to our know- 
ledge might be brought before our profession, for the 
relief of suffering. If I have been able to-night to 
impress upon your minds this most subtle but most 
certain association between erythema nodosum and 
tuberculosis, then the lectures are carrying on the work 
that Long Fox himself performed so well, and for so 
many years, in our midst. 
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THE EARLY DIAGNOSIS AND TREATMENT 
OF INSANITY.* 


BY 


J. V. BiLacurorp, M.D., 
Physician to the Department of Mental Disease, Bristol General 
Hospital. 


For the purposes of this address I have taken the 
various types of mental disorder occurring at the 
different physiological periods, and those connected 
with the poisons, alcohol, and syphilis, and endeavoured 
to pick out some points in their incidence which may 
be of practical value from the practitioner’s point 
of view: 

I have here a case of early general paralysis in a 
woman which illustrates very clearly two facts to which 


I shall call your attention later on, namely, that any 
case of acute mania occurring for the first time after 
the age of 30 should make us consider the possibility 
of general paralysis ; and that in any case of epilepti- 


form, or transient hemiplegic seizure occurring for the 
first time about the same age, and with no history of 
previous fainting attacks, we should look for some 
organic mischief. 

The patient is 33 years of age, married, and has no children. 
A few months ago she went to the mental hospital, suffering 
from an attack of sub-acute mania. She was excited, talking 


nonsense, and thought she was related to the royal family. 
She soon improved, was discharged on trial, and instructed 


* A postgraduate address delivered in September, 1928. 
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to come to the hospital out-patient mental department. At 
first she appeared fairly normal, was perhaps somewhat unduly 
happy, and her aunt who accompanied her stated that at times 
she made rather foolish and irrelevant remarks. About a 
fortnight or three weeks after her first visit, as she entered the 
room she lurched to one side and knocked her head against 
the door-post ; she was not hurt and laughed about it. Her 
aunt then told me that since her last visit she had had an 
attack of partial paralysis in which her right hand and leg 
had been affected, and that for a time she had almost lost her 
speech. On questioning her I noticed that this was slightly 
slow and deliberate, as if she had to think of her words before 
she spoke. A Wassermann test of her blood showed a triple 
positive result. She has the Argyll Robertson pupil and her 
speech is worse than it was a week ago. Eviuently hers will 
be a very rapid case. General paralysis usually commences in 
the fronto-parietal cortex and invades the basal ganglia later, 
but in this case they have been involved simultaneously. 


Most of you have no doubt come across the child of 
what may be termed the young criminal type. The 
symptoms occur before puberty, and take various forms. 
In some the patient appears to tell lies for fun, or 
because he cannot help it. Sometimes these are 
romances about themselves, at others false statements| 
about others. In some it takes the form of an almost] 
insane impulse to break things. I know of one small 
boy who had a present of a fountain-pen, which he 
suddenly and deliberately broke, although he appeared 
to value it. The same child would sometimes ask his 
parents to have a glass on the table moved away from 
him for fear he would have to smash it. It is a question 
whether or not some of these are early cases of dementia 
preecox, but I am inclined to think most are not. They 
are children of a neurotic temperament, in whom the 
idea arises and is translated into action before they can 
consider what the consequences may be. The fact that 
in the case mentioned the child asked for temptation 
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to be put out of his way shows that on some occasions 
they can exercise a certain amount of control. 

These children should be treated kindly but very 
firmly. Punishment should not be too severe, but 
inevitable. Perhaps the best form is the deprivation 
of pleasures they would otherwise have enjoyed. The 
cane or birch should be used occasionally, not brutally, 
but enough to let the recipient realise that it is 
uncomfortable to be bad. 

Where possible the patient should be sent to a 
boarding-sc’ool and the headmaster informed of his 
condition. If he is kept at home, the relations either 
forgive his lapses under the impression that they are 
mental and so unavoidable, or look upon them as the 
acts of a wicked, selfish boy, which after they have 
become exasperated they punish unduly. 

During puberty and adolescence we have in the 
first place that form of mental disorder known as 
dementia precox. Bevan Lewis! gives a very good 
description of this disease in his article on ** Adolescent 
Insanity,’’ but he does not distinguish dementia praecox 
as a specific disease apart from other forms occurring 
at this epoch, and consequently gives a very fair 
recovery rate. If the disorder is one by itself, and 
most of the recoverable cases merely instances of manic 


6 


depressive insanity occurring at this time, then dementia 
precox appears as a more serious disease, from which 
there is much less chance of recovery. One is bound 
to admit, however, that in many of these cases the 
symptoms are so like those of typical dementia preecox 
that it is almost impossible to tell the difference, but 
at the same time they recover. The disease begins 
between the ages of 15 and 25; in a few cases it appears 
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to begin later, but on going into the history carefully 
there are invariably evidences of eccentricity, etc., 
earlier in life. There is always a bad family history of 
either insanity, epilepsy or some neurosis. The patient 
is generally poor and weedy looking, has a narrow, oval 
head, the men having too little hair on their faces, the 
women too much, with a tendency to meeting eyebrows 
and a moustache. At school they usually avoid the 
society of their school-fellows, and take very little 
interest in sport, especially in team games, and if they 
excel in anything it is self-centred. At the same time, 
they often are particularly good, in fact almost brilliant, 
in one particular subject, in women frequently music. 

The first evidence of breakdown is an aversion from 
their relations, generally their parents. Some will turn 
against one parent in particular, while others appear to 
lose all interest in and affection for their friends, and 
do not mind what trouble they give them, nor how much 
anxiety and worry they cause. They are very apt to 
adopt mannerisms either of speech, dress, or conduct. 
Later their loss of interest in their surroundings 
becomes more marked, they develop a certain degree 
of negativism, have no initiative and are apt to be 
impulsive. Still later they develop hallucinations of 
sight, or hearing, or both, and become deluded. At the 
same time, however, they are able to recognise their 
surroundings and to know everything that is going on. 

In the early stages, before the disease has become 
pronounced, in fact when it is suspected but has not 
been diagnosed, treatment should be stimulative, with 
attention to the bowels, which are frequently constipated, 
fresh air, good food, change, and light occupation or 
employment. Tonics such as nux vomica, and iron in 
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anemic cases, are often given. When the disease is 
fully established and the patient certifiable, the best 
treatment for all concerned is to have him placed in a 
mental hospital as early as possible. These patients are 
very impulsive and apt to assault others, especially 
their parents. They are frequently suicidal. If there is 
any chance of recovery this is more likely to take place, 
and that earlier, if they are placed under appropriate 
discipline and treatment, whereas if the case is hopeless 
much risk to themselves and others and an enormous 
amount of worry and anxiety will in this way be avoided. 

In cases of dementia preecox the prognosis may be 
summed up as follows: in all cases it is unfavourable ; 
in many apparent recovery will take place and the 
patient may be able to return home for a time, but 
relapse will occur. In some the patient will become 
sufficiently demented to be looked after at home. A 
few will recover. The prognosis is more favourable in 
females. 

The other neurosis which is a frequent cause of 
insanity during puberty and adolescence is epilepsy. 
This is often undiscovered and unsuspected for a number 


of years. Sometimes it is purely nocturnal for a long 
period, in others the attacks are of the petit mal 
variety, and occurring at long intervals, are overlooked 


or put down as slight fainting attacks. In investigating 
a suspicious case the following points are worth 
considering :— 

In the large majority of cases there will be found a 
history of epilepsy, insanity, or some serious neurosis 
in the near relatives. 

A transient attack of subacute mania passing off 
in twenty-four to forty-eight hours, so-called mania 
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transitoria, in a patient between 12 and 25 years of 
age should make us suspicious of epilepsy. It is rare 
undoubtedly, but does occur occasionally. 

A very common history is that of fainting fits, the 
child having had on more than one occasion to be sent 
home from school in consequence. 

Night troubles, including night terrors, or wetting of 
the bed occasionally ; occasional morning headaches, 
with a feeling and appearance of dullness, and tiredness 
in a child otherwise healthy ; and occasional outbursts 
of temper out of all proportion to the cause, should 
suggest a possibility of epilepsy. 

Dr. Scripture states that in all epileptics the voice 
is altered, so that the inflections are blunted, causing it 
to become wooden. In chronic cases there is no doubt that 
one can frequently recognise an epileptic by his voice, 
but in less advanced and milder cases a special apparatus 
will be needed to discover these changes, of which I 
have no personal experience. 

It was at one time thought that mental trouble was 
more likely to follow attacks of petit than of grand mal. 
This appears to be a mistake; it is very seldom one 
sees a patient with epileptic insanity in an asylum who 
does not suffer from the major attacks, though it is very 
common to find from the history of the case that he 
has at one time suffered from minor attacks. 

In the treatment of epilepsy almost every known 
drug has been tried: silver, until the patient has been 
literally black in the face, bromides, zinc salts, opium, 
in fact everything, but during the past few years 
luminal has undoubtedly taken the first place. It 
not only reduces the number and severity of the 
fits, but improves the mental condition, rendering the 
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patient less forgetful, less irritable, and altogether 
more amenable. Attention to the bowels and general 
hygiene are of course necessary, otherwise it is not 
fair to attribute failure to the drug. If you meet with 
a case in the condition of status epilepticus, a hypo- 


dermic injection of a freshly-made solution of luminal 
soda, 2 grains, may be given in some cases, with really 
wonderful effect. Luminal itself is only feebly soluble. 
While upon the subject of luminal soda in a continuous 
series of fits, I may remark that it also acts beneficially 
in the convulsive seizures of general paralysis, and 
Dr. Phillips, of Southmead, tells me he has tried it in 
three cases of puerperal eclampsia with success. 

Migraine is closely related to epilepsy. It occurs in 
those of a bad family history, commences about puberty, 
is periodic, and attacks the patient when apparently in 
good health, and after the attack leaves his health 
unimpaired. Also patients who suffer from migraine 
sometimes become epileptics; and luminal, the drug 
which is most efficacious in epilepsy, appears to be best 
for migraine. 

Of the insanity of pregnancy very little experience 
is gained in mental hospitals. There is naturally a great 
aversion from putting away a person in that condition, 
and still more from having the child born in the asylum. 

The symptoms are generally those of despondency, 
the patient, even if mildly maniacal, having a fear that 
something dreadful is going to happen. If possible the 
patient should be nursed at home and watched carefully 
in case of suicidal attempts. As soon as the child is 
born it should be taken away, and then if the mother 
becomes worse the advisability of placing her in a 
mental institution should be considered. 
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In puerperal insanity it is well to give a brisk purge; 
in some cases the patient will improve from that time. 
It is surprising what a number of cases are sent in to 
mental hospitals not only from private houses, but from 
public institutions, in whom the bowels are loaded and 
the bladder full. I have known cases in which the latter 
was so pronounced that the matron has passed a 
catheter before having the patient washed, for fear of 
an accident. 

If in spite of an aperient and appropriate treatment 
the patient does not show marked improvement within 
a day or two, the friends should be persuaded to have 
her placed in a mental hospital without delay. The 
difference in the recovery rate in those put away early 
and those in which this proceeding has been delayed 
is so marked as to be almost incredible. You may 
take it as a rule that if the patient is under 30 and is 
put away within a week, the prognosis is very favourable 
and her residence in the asylum will not be long. For 


every day’s delay the prognosis becomes less favourable 


both as regards ultimate recovery and the time that will 
elapse before it takes place. The recovery rate for all 
cases admitted is about 80 per cent., but Bevan Lewis? 
states that in 24 consecutive cases admitted to the West 
Riding Asylum under 30 years of age, and within a 
week of confinement, 13 cases recovered within three 
months, and the remaining 11 within five months, and 
that in spite of a bad family history in several of the 
cases. This is perhaps exceptional, but illustrates the 
necessity for early treatment. 

In the great majority of cases occurring at the 
change of life the symptoms are those of self-accusatory 
depression. The patient thinks she has not been a 
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good mother or wife, and that any trouble in her family 
is due to her carelessness or neglect. If the husband 
goes out shopping the patient fears he has met with an 
accident, and thinks she ought to have accompanied 
him. The prognosis is good if the patient is placed 
under treatment early, and cases of climacteric insanity 
once having recovered seldom recur, but early treatment 
is essential. In this connection I well remember a 
particularly sad case. 


A woman in good circumstances broke down at the 
climacteric, became depressed and at times maniacal. Her 
father had died in an asylum, her husband was dead, and she 
had such a dread of institutions that she had extracted from 
her only child a promise that if she ever became “ queer in 
her head ’’ she would not have her put away. Her daughter 
was advised by two specialists to have her sent to a private 
mental hospital or nursing home, but she refused. When I 
saw her she was lying in bed in the condition of a person in the 
last stage of drunkenness, could not appreciate her surroundings, 
would look up if spoken to sharply, and was passing everything 
under her. On making enquiry it was found that she was not 
taking much stimulant, but had been having 15 grains of 
sulphonal every day for six weeks with occasional doses of 
bromidia at night time. The sulphonal had been ordered by 
one of the consultants, but he had no idea that it would be 
continued indefinitely. The medical man in charge said he 
had had no experience of such cases. The daughter was told 
that her mother was in a very serious condition, but that if she 
could survive the next few days she would have a good chance 
of recovery if she were placed in a proper mental hospital. 
Unfortunately, persuasion was unavailing, and the patient was 
nursed at home. She recovered her bodily health, but her 
mental condition only improved up to a certain point, and 
this took from eighteen months to two years tocomeabout. Now 
she is childish and moderately demented, and though she can 
mix with her friends at times, has not that keen appreciation 
of the pleasures of life which she had formerly, and which she 
would have had if appropriate treatment had been adopted. 


Climacteric insanity may arise a considerable time 
after the menopause. It is often complicated by 
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alcohol, but in these cases the habit is the consequence 
and not the cause of the mental condition. 

Senile patients are always a cause of great anxiety, 
If their means are sufficient and they are not too noisy, 
they can frequently be looked after at home. They 
require constant supervision to prevent their falling 
about, and are apt to be very sleepless and noisy, 
especially at night. A very good and safe drug for this 
condition is dial, a grain and a half; or paraldehyde, 
two to three drachms, if the patient can be persuaded 
to take it. Two drachms of bromidia at night is also 
often useful, but should not be given to keep the patient 
quiet during the day. If these patients refuse food, they 
should of course be certified at once. As to poorer 
patients, the sooner they are sent to a mental hospital 
the better. 

The early symptoms of delirium tremens are no doubt 
well known to you all, but opinions differ as to the line 
of treatment to be adopted. In the first place it is 
not wise to stop the administration of all alcohol at 
once, especially in recurrent cases in which the heart 
muscle is usually degenerate. Where all alcohol is 
suddenly stopped the risk of sudden collapse and death 
is considerable. In some institutions the routine 
treatment for all these cases was to give a brisk purge, 
knock off alcohol and give plenty of water, and in one 
of these it was not at all uncommon for the medical 
officer to be summoned by the attendant in charge to a 
newly-admitted case, asking him to come at once as 
the patient had had a seizure. The patient was usually 
dead when he arrived of heart failure, due to the sudden 
cessation of all stimulants. The amount of stimulant 
should undoubtedly be considerably reduced, and after 
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the first twenty-four or forty-eight hours all spirits be 
discarded, but even then it is as well to give beer or 
stout with meals, and as soon as the patient can eat 
and sleep well all alcohol should be stopped. 

It is in delirium tremens that chloral hydrate finds 
its chief role, not in continuous doses but one large one, 
after which the patient will frequently have a prolonged 
sleep and wake up a different man. 

There is just one point to mention in connection 
with this subject. The term dipsomaniac is frequently 
misapplied. The ordinary drunkard who drinks through 
habit, sometimes acquired through bad company, some- 
times through trouble, is not a dipsomaniac, and if 
by any means he can be persuaded to give it up may 
be reclaimed, but not so the dipsomaniac. The latter 
may give up drinking and “go on the tea-pot,” as 
he calls it, for weeks at a time, then suddenly has 
the craving, and though he fights against it, almost 
invariably succumbs, often feeling very much ashamed 
of himself all the time. It is a form of impulsive 
insanity, and is, I believe, incurable. It is only less 
desperate than morphinomania. 

Forms of mental disorder caused by syphilis may 
be divided into two groups, general paralysis and 
cerebral syphilis. General paralysis is essentially a 
disease of the nerve cells. Cerebral syphilis affects the 
cells secondarily, probably through interference with 
their blood supply. 

The earliest stages of general paralysis are very 
insidious in their onset, and are generally marked by 
mental symptoms only, though in certain cases the first 


noticeable symptom may be a seizure. Apart from this 
the early signs may be summarised as follows :— 
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1. First attack of subacute mania between 30 
and 50. 

2. Lapses of memory, the patient sometimes 
forgetting a word in the midst of a sentence. At other 
times he will go on an errand and quite forget his 
mission. 

3. Exaggeration of natural characteristics. General 
paralysis has very much the same effect as alcohol. At 
first the last-established centres of control are paralysed. 
Those latest controlling centres which restrain him in 
so many of his words and actions are in abeyance and 
the man has become “ himself.”? I remember a striking 
instance of this. 


A few years ago a woman whose husband I had been asked 
to examine wrote saying that she thought she ought to let me 
know his symptoms as far as possible. Amongst other things 
she said, “‘My husband has always been a selfish man, but 
lately his selfishness has become almost unbearable.” That 
struck me as being a very suspicious symptom. On examination 
the physical signs were almost absent, but he had lapses of 
memory, could not concentrate as he had been wont to, felt 
his customary work too much for him, and that there was 
something wrong in his head. On being questioned he admitted 
having contracted syphilis seventeen years before. He proved 
to be a general paralytic and went down hill rapidly. 


4. Undue energy. 
5. Inability to concentrate as formerly. 
6. Rashness in business. 


Later on the pupils, tongue and speech become 
affected, but it is important to diagnose the case in the 
early stages in order to guard the patient and his 
family from his early moral lapses and want of control. 

The Wassermann test is perhaps the most accurate 
and convincing when it can be obtained, but though a 
positive blood test combined with undoubted symptoms 
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of general paralysis may be considered conclusive, 
unless the clinical symptoms are very definite one must 
have the cerebro-spinal fluid tested. There are many 
patients with a positive blood test who are general 
paralytics, and there are others suffering from cerebral 
syphilis, not general paralytics, in whom the blood test 
is positive but the cerebro-spinal fluid negative. This 
is probably why, in some cases, treatment with iodide 
causes the symptoms to remit and the patient to improve 
considerably. I have seen several cases of general 
paralysis in which there was such a marked change 
that it was hoped a mistake had been made in the 
diagnosis, but after a short time they broke down and 
went the way of all general paralytics. This may be 
due to the fact that many general paralytics have 
cerebral syphilis as well, and that the symptoms are 
due to disease of the vessels interfering with the blood 
supply. This condition is improved by the anti- 
syphilitic treatment, and if the general paralysis is in 
its early stages the improvement is such as to deceive 
us and make us hope for complete recovery, but if 
general paralysis is really established, as far as our 
present experience goes, the case may be considered 
hopeless. 

The early treatment of general paralysis is most 
important. In any suspected case wherever possible 


the patient should be prevented from transacting any 


business, handling any money or being able to sign 
cheques. As Savage used to say, “ Take away his 
cheque-book and send him away from his business.” 
If he can be sent for a voyage, or for a prolonged stay 
in the country with a friend, time will be gained for 
confirming the diagnosis. If he is not a general paralytic 
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no harm will have been done. If he is, his estate may 
have been saved from ruin. 

The medical treatment of these cases is very 
unsatisfactory ; antisyphilitic treatment sometimes 
brings about temporary improvement, only to give rise to 
disappointment. All kinds of treatment by intrathecal 
and intraventricular injections have been tried without 
success. Of the latest, by malaria infection, I cannot 
speak from personal experience. The mortality rate is 
high, and it is only likely to be beneficial in early cases, so 
early that the diagnosis in many appears to be uncertain. 

Cerebral syphilis differs from general paralysis in 
being amenable to antisyphilitic remedies. It may 
affect any part of the cerebrum, but for purposes of 
description may be divided roughly into :— 

1. Cases simulating general paralysis. 

2. Those suffering from hemiplegia, with or without 
loss of speech. 

3. Cases of rapidly oncoming amaurosis with 
dementia. 

Instead of discussing these at length, it will be 
better to quote three typical cases :— 


A man found unconscious in the street was admitted into 
the Bristol General Hospital. He spoke very little, the pupils 
were enlarged and fixed to light, he was morose, took no 
interest in anything, and at times struck at the nurse who 
took him his meals under the delusion that she was his wife. 
His symptoms were very like those of a person suffering from 
fairly advanced general paralysis, but from his mental state he 
was considered to be the subject of cerebral syphilis. He was 
too troublesome to be kept in the hospital, and so was sent to 
an asylum. On making further enquiry it was discovered that 
seven years previously he had been in another asylum and 
considered a general paralytic. The Wassermann test for his 
blood was triple positive, but that for his cerebro-spinal fluid 
negative. He was given potassium iodide at first, 5 grains 
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t.d.s., increased rapidly to 30 grains t.d.s. In a few weeks 
he was working about in the ward, quite sensible and good 
tempered, and I believe has since been discharged. 


A young woman, about 26, was admitted to the General 
Hospital with right hemiplegia. She either could not or would 
not speak, was strange in her manner and depressed. Her 
condition was thought to be due to cerebral syphilis, probably 
a localised meningitis. Her blood was triple positive and her 
cerebro-spinal fluid negative to the Wassermann test. She was 
treated with iodide, soon recovered her speech and the use of 
her right side, and was sent to the Convalescent Home for a 
fortnight. Either while there or shortly after she had a sudden 
attack of cerebral hemorrhage, with left-sided hemiplegia and 
died. Post mortem, on the left side was a fair amount of 
basal meningitis, evidently clearing up, which had been the 
cause of her “first attack. On the right side a small aneurism 
had formed in one of her cerebral vessels and had burst. 


Of the third group a case was admitted to the Bristol Asylum 
many years ago. ‘There was a history of syphilis. In a few 
months from the commencement of his mental trouble he 
had become almost blind and quite demented. On post-mortem 
examination his anterior corpora quadrigemina and optic 
thalami were found markedly degenerate. 


Some time afterward, about the year 1900, two cases were 
admitted with symptoms similar to those of the last case. 
Both had a history of syphilis, and in both the illness which 
had necessitated their being put away commenced a few months 
before, with rapidly increasing loss of sight and dementia. On 
admission the dementia was most profound, more than in a 
case of general paralysis or even a congenital epileptic. Neither 
could take interest in anything, they could not stand up, but 
lay on the floor of a single room and passed everything under 
them. They were treated with iodide, and in both there was 
considerable improvement in a short time. In from three to 
four months they were working about in the ward and taking 
a fair interest in life. In one the sight had much improved, in 
the other had become apparently normal. Unfortunately both 
had to be transferred to another asylum and so were lost to sight, 
but twenty years after the Gloucester police rang up to make 
some enquiries about one of them who had just got into their 
hands, so that he must have been outside an institution and 
still alive. These cases are of extreme interest and importance, 
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because if diagnosed sufficiently early they can be cured. 
Otherwise the brain becomes irretrievably damaged, and if no 
treatment is undertaken they gradually sink and die. 

Generally speaking, in the early stages of most forms 
of mental disorder the treatment should be stimulative, 
In both melancholia and mania the nerve cells are run 
down and require feeding and not depressing, so that 
in most cases bromide should be avoided and chloral 
hydrate never given, the patient encouraged to take as 
much food as possible, with rest, fresh air and attention 
to bowels. 

In very acute cases, when it is imperative to quieten 
the patient, perhaps the best treatment is a hypodermic 
injection of hyoscine hydrobromide gr. 1/50 and 
morphia gr. }, then before the patient has recovered 
sufficiently to be too resistive it may be possible to 
give some other sedative, as paraldehyde, sulphonal, 
or veronal. 

Hyoscine ought not to be given either hypodermically 
or by the mouth, except in very acute cases, and even 
then only once or twice. It dries the throat, paralyses 
accommodation and makes the patient think he is being 
poisoned, which as a matter of fact is the case. It will 
cause him to refuse his food, and if it is continued for 
long he will develop hallucinations and behave much 
like a patient suffering from delirium tremens. 

Chloral hydrate is a very dangerous drug, especially 
in those with any heart trouble. It will, however, be 
found beneficial in delirium tremens, where it is almost 
a specific. In sleeplessness in acute cases it may be 
frequently given with advantage, preferably in the form 
of bromidia, one, two or even three drachms at night 


time. In acute epileptic conditions it may be used, 
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but here luminal soda may well be tried first. 
Chloral should never be given continuously to keep a 
patient quiet, and when for any reason it is administered 
great care must be taken to keep him warm, otherwise 
there is grave danger of hypostatic pneumonia. 

Paraldehyde is one of the safest hypnotics we 
possess. The only objections are its odour and taste ; 
but patients soon become accustomed to these, and if 
the room be airy and well ventilated the smell will not 
be particularly disagreeable. Any amount up to 
4 drachms may be given with safety. I have known 
patients who have become quite fond of it, in fact 
almost developed a paraldehyde habit, and after all it 
is very much the same as taking a “ night-cap” of 
whisky. 

Sulphonal is frequently of great value. It is best 
to give a good dose, 50 to 60 grains ; then if the patient 
is restless the next day to give 30 to 40 grains, then to 
substitute something else. When sulphonal is being 
taken careful attention must be paid to the bowels. 
A reliable preparation is essential. Veronal, which is 
synonymous with diethyl-barbituric acid and barbitone, 
is also at times useful in acute cases given in 30-grain 
doses, but like sulphonal should not be given con- 
tinuously. Medinal is the soda salt of veronal, and 
may be given in from 30 to 40 grain doses. It is 
very soluble in water, and not disagreeable to the 
taste. 

Dial ciba, generally called dial, is useful in cases of 


sleeplessness in 14 grain doses, and in somewhat larger 


doses may be useful in more acute cases. 
In some cases of irritable, restless melancholia 
tincture of opium is a valuable and safe drug, especially 
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combined with spt. ether. sulph. The dose of opium 
may be increased from m15 up to m 30 t.d.s., and in 
these cases frequently does not appear to affect the 
bowels. In maniacal cases it usually does more harm 
than good. 

As regards the other forms of treatment of early 
cases some advocate prolonged rest in bed and isolation. 
In patients who are emaciated and exhausted it is well 
to adopt it, but one can hardly imagine anything more 
at variance with common sense, or likely to increase 
the patient’s delusions, than to shut up in a room by 
himself one who is depressed, who thinks he has 
committed the unpardonable sin and is to be damned 
for ever, and can think of nothing but himself, without 
anything to distract his attention, and allow him to go 
on all day long worrying over his own condition. I 
have come across patients who have been through this 
treatment, and well remember one who had been in 
a well-known endowed institution, where the medical 
officer insisted on a month’s rest in bed as preliminary 
treatment ; and although he had nothing to complain 
of the food or other treatment, hated every minute of 
the time and the place, but was loud in his praises of 
the London County Asylum to which he was subse- 
quently transferred, in which enforced rest was not 
part of the treatment. 

Of the so-called treatment by psycho-analysis [ can 
find nothing in its favour. When you have to make 
your diagnosis by means of dreams and odd associations, 
it seems too much like the old metaphysics. Com- 
mercially it is excellent, scientifically it is worse than 
useless, professionally the less said about it the better. 
In most cases the question of certification arises 
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sooner or later, and a decision has to be taken as to 
what is best for the patient and his friends. 

A patient is legally certifiable when on account of 
his mental state he is dangerous to himself or others, or 
offensive to the public decency. 

If a person though irresponsible and faulty in habits 
is old, infirm and bed-ridden, he should be nursed at 
home, if his friends can afford to pay for proper nursing 
and medical attendance. Otherwise certification is the 
only alternative in the interests of the patient, and in 
those cases it is best to send to the relieving officer of 
the district and leave him to do the rest. 

In other cases it may be quite different. If the 
patient is actually dangerous, you will as a rule have 
little trouble in persuading his friends to have him put 
away; but if he does not appear to them to be so, 
though in your estimation he is likely to become so, as 
in many cases of dementia przecox, it is often advisable 
to suggest that he place himself in a private mental 
hospital as a voluntary boarder. The patient will often 
consent to this without much demur, and the friends 
will fall in with the suggestion when they realise that 
this can be done without certification. If after a time 
the patient becomes too troublesome or, though not 
considered fit to be at large, gives notice that he wishes 
to leave, the proprietor of the mental home will inform 
the friends, and will tell them either to come over and 
petition for his detention under certificates or remove 
him. As a rule the relief which they have experienced 
by his removal from home, after the turmoil and 
anxiety they have recently experienced, has been so 
great that they will go over at once and not hesitate 
to have him certified. 
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To be a voluntary boarder the patient must know 
where he is and what he is doing. 

If a patient obstinately refuses all food he ought to 
be certified as soon as possible, otherwise valuable time 
will be lost, and every day’s delay will lessen his 
prospects of recovery. 

In these cases we cannot feed forcibly, that is 


with a tube, except in those who are under age, and 
then only with the consent of the parents. Even in the 
case of a voluntary boarder forcible feeding might be 
considered an assault. The proprietor of a private 
asylum once asked a legal commissioner if he would 
be safe in feeding a voluntary boarder forcibly. His 
reply was, ** Yes, provided you have the patient certified 


next day.” 


REFERENCE, 


1 Text-Book of Mental Diseases, p. 370. 





PERI-ARTERIAL SYMPATHECTOMY.* 
BY 
EK. W. Hey Groves, M.S., F.R.C.S., 


Professor of Surgery in the University of Bristol ; 
Senior Surgeon, Bristol General Hospital. 


WHEN I was invited to submit a paper to this meeting, 
I had no hesitation in choosing this subject, because I 
had just returned from an extraordinarily interesting 
and stimulating visit to the clinic of Leriche at 
Strasbourg. Professor Leriche, who was the successor 
of Ollier at Lyons, is doing pioneer work on the subject 
of sympathectomy, a subject which concerns a large 


number of general diseases which come primarily under 
the care of the man in general practice, and which, for 
ultimate analysis and treatment, ought to be seen by 
the physician and surgeon in consultation. 

Peri-arterial sympathectomy as an operation is 
comparatively simple. It runs the risk, however, like 
so many other procedures, of being applied indis- 
criminately and perhaps carelessly, and there are 
therefore those who are inclined to discount the value 
of the operation. One sometimes meets people who 
say they have employed it in two or three cases, but 
do not seem to attach much importance to it. We 
were greatly impressed by the amount of work done 
at Strasbourg on the subject, both experimental and 
clinical, and by its careful nature, particularly from the 
medical and neurological points of view. <A great deal 

* Communicated to the Bath and Bristol Branch of the British 
Medical Association, October 3lst, 1928. 


273 





274 Mr. E. W. Hry Groves 


of it was beyond the understanding of the mere surgeon, 
It was pointed out that a detailed diagnosis must 
always precede the application of treatment. 

The actual operation itself consists of a careful 
stripping of the adventitia of the main artery for a 
distance of 8 to 10 cm. Obviously, the operation may 
be extremely simple, but on the other hand it may 
be difficult, by reason of adhesion of the sheath to the 
vessel. In a case I myself recently operated upon, a 
man with a chronic ulcer of the leg which refused to 
heal, the origin of which was found to be traumatic, 
the artery was quite clearly the subject of surrounding 
inflammation, which confirmed the idea that in this 
case there had been a definite irritation in the peri- 
vascular tissues. The operation consists of the exposure 
of either the brachial or the femoral artery, and 
stripping off its adventitia for a distance of about 8 to 
10 cm. The whole circumference of the artery has to 
be stripped in order to remove the adventitia which 
has adhered to the fibrous tissues and muscles. It is 
a matter of great importance to avoid any injury to the 
media. If the media is injured, dilatation and rupture 
of the artery may follow, but it ought not to be difficult 
to avoid this danger. Leriche uses a curious little 
instrument, something between a scalpel and a probe. 

The first and most important point to make clear is 
that the result of the operation is not merely a local 
but also a general one. Always there appears a rise 
of temperature in the affected limb, a general vaso- 
dilatation and some degree of leucocytosis. Leriche 
holds that it is in the nature of a reflex manifestation. 
His evidence for this belief is that the vaso-dilatation 
affects other parts of the body, especially the opposite 
limb as well as that operated upon. The rise of 
temperature and leucocytosis do not usually last more 
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than two or three weeks, but the other results are much 
more durable. 

For simplicity’s sake, the indications for the 
operation may be stated under five headings, although 
of course this division might be made much more 
elaborate: (1) pain, (2) vasomotor phenomena, (3) 
injuries or diseases of the arteries and veins, (4) chronic 
and trophic ulcers, (5) bone and joint disorders. 

I will speak of these all in order, mentioning, where 
occasion allows me, the operations which we actually 
saw Leriche perform. 

A point which strikes one as interesting was his 
application of sympathectomy to the alleviation of pain. 
Causalgia is a painful neurosis of the limb, often seen as 
a sequela of war wounds of the limbs, and characterised 
by pain like a burning, gnawing heat. It was as an 
experiment in 1917 that Leriche treated a case of 


causalgia (his first application of this procedure), and 
the successful result sitmulated him to go on developing 
the method. Other forms of neurosis following injury 
are open to this treatment, provided, of course, that 
there is no definitely local distinct cause for pain. He 
has, however, found that what he describes as an 


99 


“ ascending neuritis ” of traumatic origin is out of the 
scope of this treatment. We all know the type of case 
in which the patient has had one amputation after 
another in the vain attempt to cure. Leriche gives an 
account of the case of a man who had had his thumb 
amputated at Lyons, his wrist amputated at Marseilles, 
his elbow at Dijon, and his shoulder in Paris. 

The painful stump is another condition which is 
amenable to the application of peri-arterial sympa- 
thectomy. There is the type not presenting an adherent 
scar or neuroma, but with paroxysms of pain, somewhat 
of the type of causalgia. This is the type of painful 
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stump in which sympathectomy is most valuable. If 
the main artery be found to be occluded, instead of 
peri-arterial sympathectomy, the occluded part of the 
artery should be excised. There is a second type which 
is called the ‘‘ phantom limb,” in which the pain is of 
central origin and quite unamenable to sympathectomy, 

The last group was the most interesting to us, 
because it was most novel—the application of the 
method to certain cases of intractable abdominal pain. 
One can readily understand how an enthusiast might 
exploit this, if the idea is taken up. We actually saw 
Leriche do a sympathectomy for a case of very painful 
carcinoma of the rectum. Unfortunately, we are all 
familiar with cases for which the only remedy is 
morphine ; or a division of the sensory tracts of the 
spinal cord, or possibly a rhizotomy, both of which 
are dangerous operations. Leriche opened the abdomen, 
the patient being in the Trendelenberg position, exposed 
the aorta, divided the nerve fibres round the bifurcation 
which runs down to the pelvis. It appears to be a simple 
and easy operation which is practically devoid of any 
serious risk, and can therefore be very well applied to 
this type of disease, even if a more desperate operation 
has to be resorted to later. Another indication for the 
operation was the severe spasm of dysmenorrhea, in 
which other remedies had failed. 

The next group to which sympathectomy may be 
applied consists of the vasomotor syndromes, such as 
Raynaud’s disease, with such diseases of the skin as 
sclerodermia. We were struck by the discrimination 
which Leriche exercises in distinguishing between the 
types of the diseases. There was the typical form 
of Raynaud’s disease in which the fingers go white. 
Those are the cases in which peri - arterial sympa- 
thectomy gives the greatest relief, and apparently 
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prevents gangrene. For those types of Raynaud’s 
disease in which the fingers are blue and there is 
obviously a chronic condition of vaso-dilatation 
sympathectomy gives no good result. 

Thirdly, there is the group of definite injuries or 
diseases of the arteries and veins. We saw several cases 
of thrombo-angeitis obliterans, one of whom was 
operated on—a young man with thrombosis at the 
bifurcation of the brachial artery. In those cases of 
what Leriche calls ‘juvenile traumatic arteritis’ he 
has shown that it is not sufficient merely to strip off 
the adventitia, but that it is more satisfactory to do an 
excision of the affected part of the artery. He holds 
that sympathectomy does not give such good results as 
excision. He showed us several cases. 

Fourthly, there are the chronic and trophic ulcers. 
Probably this is the indication which if it is properly 
understood will afford to the operation its most 
valuable opening, as we all know what a hopeless thing 
a chronic congestive ulcer is, and what a help it would 
be if we could find any short cut to its cure. Leriche 
showed a number of cases in which skin grafting and 
other methods had failed, but where much more rapid 
healing took place after sympathectomy. 

The last group of cases was to me personally the 
most interesting of all, because it opened up a still wider 
field which one had never thought of. I refer to bone 
and joint disorders. There are certain types of injury 
to the limbs which resist simple treatment, leaving a 
thickening round the joint, and resembling a fibrous 
ankylosis. The special point of diagnosis is that the 
X-rays show a notable decalcification of the bones, and 
in such types of cases treatment by sympathectomy 
produces an improvement of the circulation and relief 
of the pain in the limb in a remarkable degree. Another 
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joint disorder for which it has been used is that of 
chronic tuberculosis. Lastly, in this group, bony union 
is greatly hastened by sympathectomy. Clinically it has 
proved useful, in the treatment of ununited fractures, 
Union becomes more quickly consolidated owing to the 
ereater cellular proliferation which takes place in the 
area. In ischemic paralysis it seems quite reasonable 
that the method should be valuable. Here again, if he 
finds the artery has been damaged, then Leriche chooses 
excision. 

I have given you rather a hurried summary of what 
was to me an extremely interesting and suggestive 
exposition, and I only hope that these few ideas will 
be as stimulating to you as they were to me—it may be 
to adverse criticism, but it must be to thought. 





THE SYMPTOMS AND SIGNS OF DUODENAL 
ULCER.* 
BY 


T. CARWARDINE, M.S., 
Consulting Surgeon, Bristol Royal Infirmary. 


As the diagnosis of duodenal ulcer presents many 
difficulties, I have made a careful analysis from my 
personal notes of the symptoms described by 62 patients 
who had definite duodenal ulcers. 

There were 47 males and 15 females, a proportion 
of three males to one female. The average age was 
48°3 years, the youngest being 26 and the oldest 74. 
In more than half the age lay between 40 and 60. In 
12 per cent. the symptoms began by the time the 
patients came of age ; one each at 15, 16 and 17, three 
at 18, one at 19, and one each at 21, 23 and 25. The 
sex incidence was about the same as in later life. 

In 12 cases, or 20 per cent., the duration of symptoms 
was described as ‘“‘ years,”’ prior to surgical treatment ; 
in 43 cases the period averaged 13 years, including 5 
under a year, before coming under surgical care. 

The majority used the following terms to describe 
their sensations: flatulence, dull aching, indigestion, 
gnawing, pain. Others used the following expressions : 
discomfort, severe—doubling up, sharp—like a knife, 
inconvenience, continuous, a very full feeling, a dull 


* Communicated to the Bristol Medico-Chirurgical Society, November 14th, 1928. 
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heavy feeling, raw feeling—smarting, vague flatulence, 
slight at first—later acute. 

The site of these sersations was epigastric, or 
epigastric and towards the right hypochondrium ; 
“under the breast bone,” or “‘ under the right ribs ; ” 
occasionally through to the back on the right side, but 
not round the waist—and rarely felt on the left side. 

The relation to food is an important diagnostic point. 
The average time of onset is one and a half hours after 
meals. It is generally be en one and two hours after 
meals, but the onset may ve as soon as fifteen minutes 
after food, or as late as from three to seven hours. It 
may last a short time, o> till the next meal is taken, 
when relief comes for a time, with, in some cases, an 
increase of the symptoms afterwards. In different 
patients it may have no relation to food, be relieved by 
food, or (occasionally) be increased by it. 

The symptoms are frequently worse towards evening, 
and undue importance has been attached to nocturnal 
pain as a diagnostic point. It was worse by day in 
21 patients, by night in 17. When by night the time 
varies from 11.0 p.m. to 3.0 a.m. in different patients. 
A few have been unable to sleep unless their stomachs 
were emptied, by induced vomiting or by washing out. 

The symptoms may recur several times in a week, or 
be absent for as long as six months, only to recur in 
winter, or in spring and autumn. They tend to be 
worse in cold weather, and occasionally it is definitely 
stated that worry increases them. Milk, soda, etc., 
relieve in most cases—in over one-third of the patients 
the relief has been very definite. Occasionally, but 
rarely, alkalis do not relieve the symptoms. 


Tenderness is not known to the patients as a rule, 
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but can be elicited by the medical observer in about 
two-thirds by deep pressure during inspiration. The 
site is deeper and rather nearer the middle line than 
that associated with gall-bladder trouble. 

Sometimes no loss of weight is apparent, but generally 
there is some reduction, frequently between one and 
two stone. Wasting is most marked when patients 
abstain from food or when the stomach is very dilated. 

Hematemesis, ormelena, or both, are recorded in 
less than 20 per cent., an’ ,ostly in cases diagnosed 
some years ago. They are..:xentioned less commonly 
now that duodenal ulcer is more frequently diagnosed 
in the absence of hemorrhage, and the present-day 
percentage of hemorrhage would be about 10 per cent. 
Angemia is exceptional, only consequent upon any severe 
bleeding, and is recovered from very quickly after 
bleeding has ceased. 

Vomiting occurs at some time or other in two-thirds 
of the cases. It may be slight and occasional, or severe 
“ especially when the attacks are on,” and emesis brings 
relief. It is more common towards the night, and may 
be self-induced in order to obtain better rest. It occurs 
chiefly when the attacks are severe, when there is 
stenosis of the duodenum and consequent gastric dilata- 
tion, and when inflammatory swelling, ‘ duodenitis,” 
is present. Gastrectasis is obvious in about a third, and 
the patient may have resorted to lavage. 

Flatulence is usually present. It is one of the most 
constant symptoms. It may be “slight” or “ severe,” 
and when wind is brought up the patient often 
experiences relief. It may be so severe as to cause a 
“ crowing ”’ sound, an has led to the constant belching 


of wind in the consulting-room. It may be such a 
a 
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prominent feature as to be mistaken for hysterical 
flatulence. 

Acidity (‘‘ water-brash’”’) is generally present when 
the attacks are on, and may be of various degrees of 
severity. About a third of the patients give a history 
of heart-burn. Salivation is sometimes noticed during 
the attacks, but a few patients complained of dryness 
of the mouth. One lady—who salivated at times, and 
whose mouth was dry at other times—was very 
delighted after operation to find that her saliva had 
returned and that she was thus able to eat dry foods 
like bread and toast. 

Jaundice is absent in any great degree, but a slight 
tinge of sclerotics, far back, is by no means uncommon. 
Constipation is usual during the attacks. 

Apart from “ periodicity ’’ some patients refer to 
stages in the symptoms, of which the following are 
examples, all in men :— 

Mr. F., 38. First stage.—Before the war, “ indiges- 
tion.”’ Second stage.—During active service, “ free.” 
Third stage.—After the war, recurrence of symptoms. 

Mr. J., 39. First stage.—For two or three years a 
very full feeling an hour after meals, lasting two hours, 
relieved by sod. bicarb. Second stage.—For ten years 
pain of gnawing character three or four hours after 
meals, worse at night, relieved by food. Third stage.— 
For five years similar pains, but when he broke wind it 
tasted like a bad egg. Attacks followed by vomiting 
and. diarrhcea. 

Mr. N., 38. When he left school at 14 or 15 he had 
pains and used to buy biscuits or ‘“ anything’”’ to 
relieve the pain, which was severe, lasted a day or two, 
and was worse in cold weather. At 38 he abstains from 
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food to relieve his pain, which is now more severe, and 
he says, “ Since vomiting has become frequent the less 
food I take the less pain I get, but worry makes it 
worse.” 

Summary of Symptoms.—The patient is usually a 
male over 40 years of age, and has for many years 
suffered from periodical flatulence and epigastric dis- 
comfort between one and two hours after meals, either 
by day or night, generally towards evening, and usually 
relieved by food and alkalis. The patient may vomit 
with the attack and may complain of heartburn. 
Hunger pain is not always present, and the symptoms 
may change with time. The symptoms are liable to be 
mistaken for those of gall-bladder trouble in particular, 
but may be simulated by those of appendix dyspepsia 
and various intra-abdominal adhesions. When a 
diagnosis of gall-bladder disease is made—unless that 
diagnosis is very definite—one should always remember 
the possibility of a duodenal ulcer being present with 
the risks of a perforation at any time. Very careful 
radiological examination is imperative and may be 
conclusive. 

Differential diagnosis.—This has to be considered in 
both its medical and surgical aspects. Dr. Robert 


6 


Hutchison has defined dyspepsia as “‘ any discomfort 


felt during digestion and due to organic disease of the 


stomach (or duodenum) or to primary disorder of its 
functions.”’ There are numerous medical conditions, as 
well as surgical, which give rise to the deceptive 
symptoms of vomiting, pain and flatulence. With 
duodenal ulcer flatulence is a common and almost 
constant symptom; distinct pain is exceptional—the 
patient usually complains of epigastric discomfort of 
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some sort; and vomiting occurs with the attacks, or 
when stenosis leads to easily recognisable gastric 
dilatation. 

On the surgical side the differential diagnosis is 
illustrated best by mistakes which have been made, 
grouped as follows :— 


(1) Diagnosed as gall-bladder disease, but duodenal ulcer 
present. 

This group comprises six cases with symptoms of ten 
to twenty years’ duration. In one case the pain was 
relieved by food, in another made worse thereby. In 
three there was back pain below the right scapula. In 
two the pain was worse at night. Flatulence and sickness 
were symptoms. In one there was jaundice accompanied 
by pyrexia and shivering with the attacks, and Boas’ 


hyperesthesia. 

One lady, whom I diagnosed as having gall-stones, 
had a perforation of her duodenal ulcer some months 
after, and her doctor’s early recognition of this led to 
her recovery. 


(2) Diagnosed as possible gall-bladder disease or duodenal 
ulcer. 

In cases under this heading flatulence and sickness 
were present, and there was a slight tinge of the 
sclerotics. The X-ray diagnosis of duodenal ulcer 
proved the correct one. 


(3) Combined duodenal ulcer and gall-bladder disease. 

There were two of these cases; in both there were 
duodenal ulcers with cholecystitis—one with stones— 
and in both the gall-bladder was removed and an 
anastomosis done. 
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(4) Diagnosed as duodenal ulcer, but gall-bladder trouble 
present without ulcer. 

Of this again there were two instances. The 
symptoms were not definite enough for diagnosis. One 
patient, with a kinked and adherent cystic duct, was 
only relieved by chewing gum. 


(5) Bands with symptoms like those of duodenal ulcer. 
There were four of these cases, one with fulness 
after food, two with hunger pain relieved by food, and 
one had abnormal appetite. The bands were in the 
following positions: one, with a typical text-book 
history of duodenal ulcer, but no ulcer, had a strong 
band under the transverse colon. One had a band to 
the small intestine with visible pyloric spasm, another 
had matted small intestine, the fourth had various 
bands and a calcareous gland in the cecal region. 


(6) Appendix dyspepsia. 

Of this there were two probable examples. One had 
“terrible hunger ”’ relieved by food and alkalis, and 
with pain worse at midnight. She had been eight weeks 
on Lenhartz treatment, and showed great and rapidly 
changing spasm of the pyloric antrum and of the 
duodenum at the time of operation. 

The remainder comprise two cases which turned 


out to be malignant pancreatic disease, and one of 
cancerous ulcer of the duodenum. Another, a duodenal 
ulcer, owing to the inflammatory tumour was diagnosed 
as cancer of the hepatic flexure. One (not operated 
upon) was probably an example of diverticulosis of the 


stomach. 
A post-operative review of the symptoms in these 
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cases affords little ground for thinking that the clinical 
diagnosis might have been more exact, although full 
advantage of X-ray examination should be taken, 
Moreover, diagnosis is rendered difficult when adhesions 
to other organs are present. Adhesions to the following 
parts were found: to the gall-bladder, thirteen cases, 
including three which were adherent to the liver also, 
and one to the omentum in addition; to the liver, seven 
cases, in three adherent to the gall-bladder also, and in 
one to the stomach in addition ; and to the pancreas in 
six or seven cases. Occasionally adhesions are met with 
to the abdominal wall, or extensive adhesions elsewhere. 
Many of the difficulties in diagnosis may be explained 
by the anatomical proximity of the duodenum and 
gall-bladder, and the frequency of pathological 
adhesions, particularly to the gall-bladder. 

Malignancy is rarely associated with duodenal ulcer ; 
but when an ulcer burrows into the pancreas, eroding it 
and forming a distinct crater, there is in my opinion a 
strong suspicion of malignant change, with a tendency 
to serious and fatal hemorrhage. The following case is 
particularly interesting :— 

In 1901 the late Dr. Herschell saw with me a gentleman, 
aged 72. He found an absence of free acid, demonstrated the 
presence of the Oppler-Boas bacillus, and therefore diagnosed 
a gastric ulcer becoming malignant. The condition turned out 
to be a duodenal ulcer, and the usual anastomosis was done. 


But twelve years after, at the age of 84, the patient died of 
cancer of the stomach. 


The possibility of the symptoms being reflex must 
be thought of. A nurse had indigestion for some years, 


pain two hours after meals and lasting till the next meal. 
She had much flatulence, and was rigid and tender in 
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the right hypochondrium. Operation was proposed, but 
a rectal examination detected a retroverted uterus, the 
replacement of which effected a cure. 

Accidents may happen. Whilst awaiting operation, 
one patient died of hemorrhage from duodenal ulcer, 
and two have perforated. 

X-ray diagnosis.—During the last few years very 
rapid strides have been made by radiologists in the 
detection and portraiture of duodenal ulcers. As with 
gastric ulcer, so with duodenal ulcer, the signs must now 
be regarded as radiological. With suitable apparatus, 
skill and perseverance, the ulcer may be shown on the 
X-ray film as an islet, or a niche with a notch opposite, 
which are quite diagnostic—in my experience more 
definite and certain even than the casual and necessarily 
imperfect inspection of the duodenum at operation. 
Indications of this progress were given in a previous 
paper,! with examples by Dr. Mayes of the actual 
photograph of the ulcer, with its central spot, perhaps 
a mottled halo, and a shadow around—seen sideways or 
face-view ; and since then other cases have occurred in 
which the diagnosis has been made, or the clinical 
diagnosis corrected, before operation, by the photo- 
graphy of the ulcer. 

Whether medical or surgical treatment be adopted, 
or medical measures be employed throughout, the 
diagnosis is all-important ; and it can, and can only, 
be made accurately by competent X-ray examination, 
preferably by taking a positive picture from the X-ray 
negative. I would urge medical men to make the 
fullest possible use of this diagnostic procedure, and 


not to rely on history and clinical signs alone, or for 
want of its use to miss a duodenal ulcer which may 
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perforate at any time. Moreover, it is possible that 
improvements in technique may soon afford radiologists 
the opportunity of verifying the results of treatment 
from time to time. This would be the best proof of 
the efficacy or otherwise of any medical measures 


adopted. 
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THE MEDICAL TREATMENT OF DUODENAL 
ULCER.* 


BY 


R. C. CLARKE, M.B., M.R.C.P., 


Physician to the Bristol Royal Infirmary, the Bristol Orthopedic 
Hospital, and the Cossham Memorial Hospital, Kingswood. 


THE present position of the treatment of duodenal ulcer 
is a highly controversial one, and there are many schools 
of thought. 

First, there are those who believe that no operative 
treatment should ever be performed, except for perfora- 
tion or organic stricture. These are all physicians of 
the more enlightened type. Then there are those who 
believe that gastro-enterostomy should be performed 
after medical treatment has failed. In this category 
are the majority of physicians and the more enlightened 
surgeons. Third, there are those who believe that 
gastro-enterostomy should be performed in every case. 
These are most of the remainder of the surgeons. 
Finally, there are those surgeons who, appalled at 
their post-gastro-enterostomy failures, advocate partial 
gastrectomy. 

It is impossible to go into all the arguments in the 
matter, and two only are mentioned here. The first is’ 
that of the immediate mortality for simple gastro- 


* Communicated to the Bristol Medico-Chirurgical Society, November 14th, 1928. 
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enterostomy. It seems very difficult to get at the 
figures from any published statistics, but it must be 
8 or 9 per cent. if the figures are taken from all over 
the country. True, some super-surgeons from time to 
time publish figures as low as 2 per cent., but it must 
be remembered that these are often selected cases, with 
a professional anesthetist and a trained team. At any 
rate, the victims are not uncommonly met with in the 
post-mortem room; and the remark of a pathologist 
discussing the merits and demerits of his surgical 
colleagues “that there is nothing wrong with X.’s 
gastro-enterostomies as they stand a tap pressure in 
post-mortem,” is instructive on this point. If partial 
gastrectomy were performed on all cases by surgeons 
the mortality would surely be appalling. Since most 
cases of duodenal ulcer are in men between 30 and 50, 
often with dependents, the individual mortality is 
frequently one charged with grave and even tragic 


’ 


consequences. 

The other argument against gastro-enterostomy, 
though in favour of partial gastrectomy, is the view, at 
present held by most people, that duodenal ulcer is but 
a complication of a hyperchlorhydria; a condition easily 
kept in check by diet and habits, and by no means 
always cured by gastro-enterostomy. If the hyper- 
chlorhydria persist after gastro-enterostomy, the risk 


of jejunal ulcer is a heavy one. It is quite impossible 
to find any reliable statistics as to the frequency of this 
complication. A surgeon never gets them in his own 
cases, but seems to see plenty in other surgeons’ cases. 
It is a condition which cannot be cured medically, and 
can only be relieved by restoring the parts to their 
natural state. 
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The principles of medical treatment, which are very 
well known, were inaugurated by Sippy, and have 
been developed by various workers since, in England 
principally by Hurst, Maclean, Ryle and Bennett. 
They depend upon the facts that in the absence of free 
hydrochloric acid a duodenal ulcer will heal in from 
three to six weeks, depending upon its chronicity and 
depth ; and that recurrence can be prevented by a régime 
which is neither arduous nor difficult, but will keep 
the hyperchlorhydria in check. Many treatments have 
been published on these lines. The primary object to 
start with is to keep the free hydrochloric acid out of 
the stomach by day and night. This is done by giving 
milk, bland foods and alkalies. On the value of various 
alkalies there is much difference of opinion. Hirst has 
lately published some researches, done by himself 
and his co-workers, on the efficiency of various 
alkalies. 


The régime the writer has adopted for the last four 


or five years is as follows :— 
First Treatment. 
6. O a.m. Powder No. 1. 
Milk 6 oz. with Mist. No. 1. 
7.30 Powder No. 2. 
8. 0 Custard or Benger’s 6 oz., groats or 
junket with fruit jelly, preceded by 
Mist. No. 2. 
8.30 Powder No. 2. 
9. 0 Milk 6 oz. with Mist. No. 1. 
Repeat the same at two-hourly periods 
till 9.0 p.m. 
Mist. No. 2 (double dose). 





292 Dr. R. C. CLARKE 


Milk with Mist. No. 2 and powder No. 2, given at 
night twice if awake. 

Pulv. No. 1.—Bismuth. Carb. dr. i, Magnesii Carb, 
Pond. grs. xv, omni mane. 

Pulv. No. 2.—Bismuth. Carb. grs. x, Cret. Prep. 
ors. XV. 

Mist. No. 1.—Sodii Citrat. grs. vi, Magnesii Hydroxid, 
dr. i, Aq. ad. oz. i. 

Mist. No. 2.—Tr. Bellad. m. v, Aq. ad. oz. i. 


Second Treatment. 
6. 0 a.m. Milk 6 oz., Powder No. 2. 


a Breakfast. Egg, bread and_ butter 
and milk. Powder 1 oz. an hour 
after. 


S20 « Lunch. Milk 6 oz. 
oe sw Milk 6 oz. 


12. 0 noon. Dinner. Ordinary. Powder No. 2 an 
hour after. 


.0p.m. Tea. Bread and butter, and one egg. 
Powder 1 oz. 


5 0 5 Milk 6 oz. 

a ws Benger’s, custard. 

oe « Milk 6 oz., Powder No. 2. 
9.30 ,, Tr. Bellad. m. xv. 


The first part is continued from three to six weeks 
after any septic focus, such as infected teeth or a 
chronically inflamed appendix, has been removed. 

The second treatment is carried on with the patient 
up and at work for another two months, and the patient 
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gradually gets on to a normal life, with the following 
restrictions :— 


Instructions to patients with duodenal or 
gastric ulcers. 
Never be more than three hours without food. 


Milk is the best ‘‘ quick meal” that you can 


Avoid pips and skins in fruit or jam. 


Thoroughly chew everything before you swallow 


. Avoid tough meat, uncooked vegetables, pickle, 
pepper, mustard and other condiments. 


6. Smoke as little as possible. 

7. Avoid short drinks and fizzy drinks before meals. 
Beer or weak whisky and water is the least harmful 
way of taking alcohol, which must be taken at meal- 
times. 

8. Drink milk, or (if you can) olive oil, the last 
thing at night. 

9. Have your teeth attended to every six months. 


10. Keep some powders and medicine, and if you 
get a return of your symptoms go to bed immediately 
on a milk diet with the powders. 


There are little difficulties encountered in the first 
part of the treatment. The mouth sometimes becomes 
dry and uncomfortable, and needs constant attention. 
Some patients are intolerant of belladonna; and 
occasionally constipation is a difficulty. No patients 
have shown symptoms of alkalosis. Pain disappears 
almost invariably at the end of forty-eight hours, and 
recurrence is extremely rare. 
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It is not suggested that this treatment is by any 
means the last word or the best ; and it may, of course, 
be modified slightly to suit individual cases. All that 
is claimed for it is that it will heal a duodenal ulcer, 
and that the patient afterwards is in a better position 
than one who has had a gastro-enterostomy. As to the 
future of these patients, they are in the same position 
as those with diabetes or diverticulosis of the large 
intestine. Only those in whom the condition is 
undiagnosed or who neglect their after treatment need 
get into serious trouble. 





TREATMENT OF INFANTILE PARALYSIS OF 
THE LOWER LIMB.* 


BY 


M. ForrESTER Brown, M.S., M.D. Lond., 
Surgeon to the Children’s Orthopedic Hospital, Bath; etc. 


INFANTILE paralysis, or anterior poliomyelitis, furnishes 
a large proportion of the patients in the Bath, Somerset 
and Wilts Orthopzdic Scheme, and the problems of 
treatment in cases where the lower limb is affected 
are both difficult and interesting. 

Examination of the patient.—Before discussing the 
details of treatment it is necessary to say one word 
about diagnosis, for it is on an exact estimate of the 
relative loss of balance of the different parts of the 
limb that effective treatment is based. 

Now, accurate diagnosis demands complete and 
careful examination, and I want, therefore, to plead for 
complete stripping of every case of infantile paralysis, 
even if the parent says it is only the great toe that is 
out of place! I know the difficulties in private practice, 
where the practitioner who cannot ‘“‘see what is the 
matter by the patient’s face as she comes in at the 
door” is apt to be rejected as not knowing his job; 
still, female limbs are not as elusive as they once were, 
and there are fashions in examination as well as in dress, 
If only the male practitioners would turn their attention 
to improving masculine attire, they might make their 
own work of examination much simpler. Even in our 
clinics the routine meets occasional obstacles, as when 


* Communicated to the Bath and Bristol Branch of the British 
Medical Association, November 28th, 1928. 
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a parent informed the elderly V.A.D. that her shrieking 
son, aged three, was objecting to stripping “ in front of 
all you girls—if you must know!” 

Having got the patient stripped and one’s attention 
directed simultaneously to all the joints of the lower 
limb, one has made a big step towards correct diagnosis, 

Infantile paralysis is so essentially a disease with a 
scattered distribution, that it is rare to find the weakness, 
or at any rate the atrophy, restricted to one muscle, or 
even one group of muscles. On the other hand, it is 
nearly always of one region alone that the patient 
complains. Also one must remember that once treat- 
ment is started the patient becomes more attentive to 
his own symptoms and may discover the lesions in other 
areas, and if the medical practitioner has not pointed 
them out first, his splint or other treatment may be 
blamed for their appearance, e.g. a latent scoliosis may 
be progressive, and it not infrequently gets attributed 
to the leg-splint, though the latter may really be 
checking it. 

The important steps in diagnosis are :— 

1. To examine the patient from the front and see 
whether there is any lateral deviation from the normal 
axis of the limb at each level, 7.e. outward from the 
mid-line — valgus —as in flat-foot, knock - knee, or 
shortening of the sartorius; or inward from it—varus 
—as in club-foot, genu varum, adducted hip. 

2. To examine the patient from the side, to note 
anteroposterior deviations, ¢.e. reduction of the angle 
between leg and foot—calcaneus (long heel), increase of 
the angle between leg and foot; equinus (short tendo 
Achillis) ; recurvate knee, which may be secondary to 
equinus; flexed knee, which may be secondary to 
calcaneus ; flexed hip with excessive forward tilting of 
pelvis and compensatory lordosis, etc. 
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3. Examination from behind to note unequal length 
of legs and corresponding tilting of pelvis. This tilt 
may be much diminished if the patient has the habit 
of bending the knee on the sound side, as some do. 

4, After this the limb should be examined in 
recumbency with all tension off it. It saves much time 
and trouble to have a muscle chart on which to note down 
the response of each muscle in turn. The form designed 
by the Harvard Research Commission and adopted in 
modified form at the Bath Children’s Orthopedic 
Hospital, is a very useful one, as it shows at the top the 
passive range of the joints from above downward and 
the muscles of the limbs also from above down, while 
the left and right are in the positions in which the 
observer would see them viewing a patient from the 
front, so that the table forms a rough sketch of the 
condition. Also measure for shortening of one lower 
limb. 

In this connection one should call to mind a 


mechanical consideration that is apt to be forgotten in 


connection with the lower limbs, 7.e. that in the normal 
functioning position of the limb, as in standing, or 
rising from a sitting position, the muscles act from 
below upwards, from their so-called insertions towards 
their so-called origins. Thus the foot muscles maintain 
the leg on the foot; the leg muscles straighten the 
thigh on the leg; the thigh muscles fix the pelvis on 
the femur; while the glutei and recti abdominis form 
a couple which reduce the forward tilt of the pelvis. 
The study of muscles on the recumbent subject in the 
dissecting-room is apt to give a false notion of muscles 
and the mechanics of the living body. 

A second mechanical consideration of great import- 
ance is that in order to convert the jointed lower limb 
into a stable rod for the support of the body in the 


V 
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upright position, the antagonist muscles on opposite 
sides of each joint have to contract simultaneously, 
not alternately, as we are apt to think of their doing, 
Even in the act of walking, though the joint is moved 
into flexion by one set of muscles and the extensors 
lengthen correspondingly, they do not relax while any 
weight is on the limb, but maintain their postural 
tone constantly in health. It is the disturbance of 
this delicate co-ordination which makes many patients 
with poliomyelitis walk with a limp, apparently quite 
disproportionate to the muscle weakness that can be 
noted with the crude methods of examination at our 
disposal. 

Thus, in the recumbent position a patient may seem 
able to abduct his hip against our resistance with great 
force, and we may be unable to detect much difference 
between the affected and unaffected sides. Put him on 
his feet and ask him then to stand on the sound limb 
only ; he maintains his body axis vertical and the pelvis 
horizontal by sheer force of the hip-abductors of the 
supporting limb, acting from it towards the trunk. Let 
him then stand on the weaker limb; his muscles are 
unequal to supporting the trunk, and he reduces the 
stress by bringing the centre of gravity directly over the 
supporting limb, instead of hanging the trunk from it, 
as it were, 7.e. his shoulders tilt over to the weak side. 
This test is a very delicate one. The phenomenon plays 
its part in Trendelenburg’s sign for the diagnosis of 
congenital dislocation of the hip, in which the abductors 
are at a disadvantage from mechanical causes. Where 
dislocation complicates paralysis, as it may in anterior 
poliomyelitis, the sign will be present. 

In examining muscles that are extremely weak, it is 
essential to test them in the neutral position as regards 
gravity, for many a muscle that will not attempt to 
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lift the weight of the limb can be found to contract 
when that weight is removed. If it still fails to contract, 
it should be tested in a position in which gravity assists 
it, e.g. if the quadriceps tries to straighten the knee with 
the patient prone, gentle resistance by the examiner’s 
finger may detect a tightening of the muscle. Such a 
degree of power is useless from the point of view of 
function of the limb, yet may mean that the muscle has 
the capacity to recover to a quite useful extent. 
Anyhow, it is alive, and no one can prophesy the 
possibilities ; one can only assess its chance over a 
reasonably long period. 

These briefly are the data on which treatment iS 
based. 

The principles of treatment are fourfold. 

First, rest is helpful to the inflamed nerve cell, by 
cutting off as many incoming stimuli as possible, and 
to the paralysed muscle-fibre, cut off temporarily from 
its nutritional and stimulating centre, by preventing it 
from being over-lengthened ; this rest to be continued 
during the whole of the acute stage. Unfortunately, the 
exact duration of the acute stage cannot be determined 
accurately, as it varies enormously in different cases ; 
moreover, relapse appears to occur sometimes long after 
the initial attack. Many of the nerve-cells are only 
temporarily thrown out of action by vasomotor changes 
in their neighbourhood, and the process of resolution 
is bound to vary with the severity of these changes, as 
well as with other factors. It is to the restoration of 
these cells that treatment in the acute stage is directed, 
for those that are killed by the toxin cannot recover, 
and regeneration of nerve-cells does not occur. 

Although all physicians have the same aim, their 
methods at this stage vary enormously, and with so 
erratic a disease it is difficult to appraise the value of any 
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method. Still we should remember that, though it js 
impossible to cut off all afferent stimuli from a region 
of the spinal cord, and so rest a nerve cell entirely, yet 
every time we move a joint, which is supplied by that 
segment, or elongate a muscle, we are sending into 
it an avoidable stream of stimuli. When we consider 
this, we shall agree that it is wise to give complete 
recumbency to every case of infantile paralysis in the 
early stage, and to continue it till all signs of activity, 
such as muscle tenderness, have passed and spontaneous 
improvement is occurring in most or all of the weakened 
muscles. 

The next step is re-education of muscles which have 
been paralysed or only disused. It is over this question 
of re-education that the greatest divergence of practice 
occurs. Some leave everything to nature, until perhaps 
gravity comes in to upset what was otherwise a balance 
among the recovering muscles and the child develops 
a clumsy habit of walking, or even contractures of 
certain joints. Others are so afraid that disuse will 
atrophy the muscles for ever, that they start very early 
whipping up the muscles into activity. If they ar 
lucky, they take to themselves the credit of a fine 
recovery, forgetting that this disease gives spontaneously 
a good percentage of recovery, irrespective of any or 
every treatment. If they are unlucky they exhaust and 
paralyse for ever muscles which might have been saved. 
Lovett with his unique experience demonstrated this 
risk over and over again, and he recorded one case il 
his private practice, where a year after the acute attack 
a group of muscles was paralysed by over-exercise under 
skilled supervision. 

In connection with re-education, it may be 
mentioned that electrical treatment is a useful adjunct for 
waking up what one may call lazy muscles, or perhaps 
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more truly a lazy cerebral cortex, but it has never been 
proved to have the slightest direct favourable influence 
on the course of the disease itself; it may, however, 
easily become one of the agents through which the 
recovering nerve cells are stimulated to exhaustion. 
Therefore, if one is uncertain whether it is to be given 
by an expert—not an expert on batteries, but an expert 
on poliomyelitis !—it is best avoided. These matters 
of rest and re-education come usually into the sphere 
of the physician ; but may an orthopeedic surgeon plead 
that the physician, in dealing with the early stages, 
shall adopt the same mechanical principles which the 
orthopedic surgeon follows in the late stages? In a 
civilised country he ought not to be asked to deal with 
contractures of joints following poliomyelitis, because 
they should never have arisen. 

The management of contractures represents the third 
phase in treatment, and it should consist almost entirely 
in preventing them. 

They are due either to the action of gravity (or 
some mechanical force like heavy bed-clothes) causing 
over-stretch of paralysed, or weakened muscles, whose 
elasticity is temporarily in abeyance, or to the action of 
some unimpaired antagonist muscle doing the same. 
Such an over-stretch may be permanent, which is a 
calamity. More often it can be recovered from by 
relaxation of the muscle in its shortest position 
for weeks, or possibly for months on end. Such 
relaxation, followed by return of power in the muscle, 
explains most of the dramatic cures obtained by late 
orthopedic treatment. Much more valuable would 
be some undramatic care and patience in the earlier 


stages. 
The prevention of over-stretching of one group and 
contractures of its opponents demands very careful 
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and very regular supervision of the case from its earliest 
stages till full recovery develops. At first, if all the 
muscles seem equally affected, the anti-gravity ones 
should be given the benefit of splinting. Then if they 
begin to gain over their opponents, the balance must be 
changed, and re-adjustments made daily, or even twice 
a day. 

When contractures have developed, they must be 
overcome very gradually, for the bones are brittle and 
more easily snapped than are the shortened ligaments ; 
also it is easy to produce a subluxation of the bones 
instead of a true correction, and this occurs readily if 
force is not used in the line of the deformity. For 
example, for a flexed knee the tibia must be pulled 
down from the femur without changing the angle, and 
not levered round the corner, which would only drive 
its head behind the femoral condyles, a secondary 
deformity very hard to reduce. Traction with adhesive 
strapping from the skin and some fixed splint, such 
as the Jones’s hip abduction frame or the Thomas’s 
knee splint, is the best for the hip and knee, because 
in these appliances side bandages can be used to steady 
the limb and prevent, or correct, lateral deviations 
of the limb, such as knock-knee or external rotation 
at the hip. The popular weight-and-pulley traction 
is very apt to allow these to develop, unless it is carefully 
controlled by troughs and gutters such as Rollier uses 
at Leysin. Moreover, in the acute stage the hip frame 
allows the muscles and joints to remain undisturbed 
during all nursing manipulations. 

For the foot a series of plaster-of-Paris splints is 
generally best, as they cannot get out of place even with 
inefficient bandaging, as so frequently happens with 
wooden and other foot splints. The levers are so short 
and the joints so numerous in the foot that perfect 
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position is difficult to attain in any other way. Some- 
times in the acute stage there is a spasm of the tendo 
Achillis similar in type to that found with cerebral 
palsies, and almost as severe, and if this is neglected 
the resulting deformity is very hard to deal with; but if 
plaster is applied early, after a few weeks it can be 
removed and the contracture is found gone, while the 
muscle balance is likely to be the best for walking. 

If contractures and over-stretch have been avoided 
in the way described during the recumbent stage of 
treatment, it only remains to determine what support 
the lower limb will require during standing and walking 
in order that they may not come on in the late stages 
from the persistence of the two causes noted above, 
i.e. gravity and unequal muscle balance, both of which 
will act with greater force in the functioning position 
of the lower limb. In other words, it is essential to 
provide for the stability of the limb that it may support 
the body weight. Herein lies the value of a thorough 
primary examination. If we have assessed correctly 
the degree of faulty balance and its level, the principles 
of the apparatus to be ordered will be simple. 

Where the lateral deviation is a slight one and 
entirely postural, 7.e. easily corrected by the examiner’s 
hand, mere wedging up on one side of the sole and heel 
of the boot should suffice, provided that the correcting 
boot is worn during all weight-bearing. It is rarely wise 
to crook either sole or heel independently, as this puts 
a twist on the foot ; occasionally it may be used to undo 
a mild twist, but it is much better to correct such a foot 
in plaster before trying adjustments to the boot. It 
must be borne in mind that it is only a boot or shoe 
with a firm upper, fastened on securely with laces that 
will hold an unbalanced foot on the tilted sole ; a slipper 
or sandal will allow return of the deformity by 
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permitting the foot to slide across the lax upper. This 
point is often overlooked, especially by parents, who 
must be warned of it. 

When the deviation is too severe for a tilted boot to 
correct it, if it affects the foot only, it can be dealt with 
by a T-strap sewn along the edge of the boot on the 
side towards which one desires to pull (outside for varus 
and inside for valgus deformities); the strap is then 
buckled round a light iron on the opposite side of 
the limb. 

If the knee takes part in the deformity, such a short 
iron would throw undue strain on its muscles and 
ligaments, so that a Thomas’s walking caliper should be 
substituted for it, as the T-strap can equally well be 
buckled to that, while a special bandage or strap can 
be put on to draw the knee to the required side. 

If the hip is unstable, a well-fitting caliper with its 
ring taking weight from the tuber ischii will probably 
provide sufficient stability for the limb, but such a 
splint will do nothing to overcome a fixed lateral 
deviation, which must be corrected either by a plaster 
spica, applied from the ribs to the toes (as rotation is 
always associated with the other deformities), or else by 
recumbency on a Jones’s frame. This applies equally to 
abduction contractures brought about by shortening of 
a hypertrophied sartorius, and adduction contractures, 
both types being usually accompanied by flexion. 

If the abductors are absolutely paralysed in a heavy 
subject, it is occasionally necessary to supply a short 
spinal brace and attach the caliper to it by hinges which 
must act in two directions, 7.e. abduction and also 
flexion. If they only hinge forward and backward for 
walking and sitting, and do not give at all sideways, the 
lateral strain on them will be so enormous that the bars 
will continually be breaking. It is rarely, if ever, 
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desirable to fix one hip completely by a leg extension 
from the spinal jacket, for such a method of walking 
is difficult to anyone, let alone a patient who is sure to 
have some general weakness in addition. It is useless 
to attach the hinge to a slack pelvic bar, as instrument- 
makers so often do. If the patient has strong trunk 
muscles, he can usually manage in a caliper alone. If 
his trunk is weak, he requires the pelvis to be steadied 
on the spine by a well- fitting jacket, not an 
uncomfortable bar that keeps slipping. 

As regards the introduction of hinges into such leg 
and knee-irons, it may be said at once that they add 
greatly to the weight of the apparatus, as well as to 
its expense, and they demand very accurate fitting, as 
well as elaborate adjustments for growth in a child. 
Thus for a child a knee-hinge is scarcely ever worth 
while, and the ankle-hinge is well substituted by a 
round end to the iron, playing in a tube in the heel 
of the boot. For an adult who has to travel regularly 
in public conveyances and sit at work, a hinge for the 
knee, which can be locked on standing, should be fitted 
to the caliper. It should act slightly below the joint 
level, never above that. 

As to antero-posterior deflections, equinus with 
shortening of the tendo Achillis should be first overcome 
by a series of plasters, best applied with loose wool below 
the heel, which sinks as the patient walks, while a 
metatarsal bar of plaster prevents softening of the cast 
in front. It is wonderful what tight heels can be 
stretched by this method, so that it is hardly ever 
necessary to lengthen a tendo Achillis by operation. 
When the deformity has been corrected, any remaining 
foot-drop can be dealt with by a side iron and an 
ankle-stop to check ankle movement downward. As 
foot-drop is generally due to weakness of the tibialis 
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anticus, an invertor muscle, it is best to put the iron 
on the outer side of the limb and apply an inside 
T-strap. 

Calcaneus, a long heel, from paralysis of the calf 
muscles, is best treated in its milder grades by raising 
the heel of the boot, or one may apply an iron with 
stop to check dorsiflexion. If severe, it can only be 
well corrected by a bone operation. 

Flexion of the knee nearly always accompanies 
calcaneus. Raising the heel will correct it. If due to 
complete paralysis of the quadriceps, it may demand 
the support of a caliper, for unless the alinement of the 
foot is perfect, the knee is very apt to give sideways 
into genu valgum, and often gets a twist of the tibia 
outward on the femur, much easier to prevent than to 
cure. 

Recurvate knee is associated with paralysis of the 
hamstrings, but may be induced or aggravated by 
equinus. If severe it requires a caliper with a firm sling 
behind the knee. If the hamstrings are good, but the 
quadriceps weak, this tendency of equinus to keep the 
knee recurvate can be used to prevent the knee giving 
way in flexion, since if the heel of the boot is kept raised, 
the patient can usually control the knee without any 
knee splint ; but this is unsafe in a case of flail knee. 

As already noted, a flexed hip must be corrected in 
recumbency and then supported by a caliper. It is not 
practicable to keep the hip constantly extended once 
the patient is up and about, owing to the discomfort 
of sitting. 

As regards stabilisation by operation, many methods 
have been devised for the lower limb, but only a few 
are satisfactory. If more than one small muscle or part 
of an important one is gone from the lower limb, no 
re-arrangement of tendons by a transplant operation can 
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possibly restore the balance so perfectly as to counteract 
the deforming force of the body-weight. Therefore a 
transplant must either be done as a temporary measure, 
because the child’s foot is too small for a bone-fusion, 
or the patient must be content to wear irons for years. 
In the knee a fusion operation is rarely needed and 
makes the limb very cumbersome. In the hip it is 
rarely needed except after occurrence of a dislocation, 
and then it is most difficult to ensure firm ankylosis. 
The foot, being at the end of the rod, endures most 
leverage, and has a complicated mechanism of little 
joints playing in various directions, which are very 
difficult to control when any muscles are missing, or 
even are exhausted. In the foot stabilisation by 
arthrodesis is most often called for and gives the most 
satisfactory results. Naturally anyone would prefer the 
springy mechanism of the normal foot to the inelasticity 
of a fused one, but in severe cases of anterior polio- 
myelitis there is no hope of enjoying such a springy foot. 
There is only a choice between a stable base to the limb 
in good position, which avoids strain on the links above ; 
and an unstable affair with steadily increasing deformity, 
which slowly but surely involves in its own defect the 
joints above it, so that the strain may ultimately be felt 
right up the spine. To this kind of foot fusion of the 
tarsal joints by such methods as Dunn’s and Hoke’s 
offers a satisfactory result, provided great care is taken 
in setting the foot correctly on the leg, more especially 
as regards the neutral position of the subastragaloid 
joint, when the final plaster is applied. Also the foot 
must not be walked on for many weeks even in plaster, 
or the soft callus may become deformed ; the plaster 
should be kept on for six months, followed by an iron 
for another six months. Once the fused bones are set 
hard, there is no risk of recurrence of deformity. 
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As regards compensating for shortness of a lower 
limb, in a growing child compensation should be 
complete to within half an inch to avoid scoliosis, 
With raises over one inch and a half the heel should be 
kept half an inch higher than the sole. In adults the 
lowest comfortable raise should be chosen. 
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Some Principles of Diagnosis, Prognosis and Treatment. 
By R. Hurcuison, M.D., F.R.C.P. Pp. vi., 54. Bristol: John 
Wright & Sons Ltd. 1928. Price 2s. 6d.—Everything that 
Dr. Hutchison writes is worth reading, for he is able to interpret 
to us in a sane and concise manner the lessons of his great 
experience. The tract now in our hands is no exception to 
this rule. It is so interestingly written and excellently printed 
that it would make no bad present to give to a graduate of 
medicine about to begin his first resident appointment. 


A Shorter Anatomy. By E. Wotrr, F.R.C.S. Pp. viii., 451. 
130 illustrations. London: H. K. Lewis & Co. Ltd. 1927. 
Price 18s.—Under the title of A Shorter Anatomy Mr. E. Wolff 
has written a book which differs considerably from others. 
It is intended especially for students revising their anatomy 
for the final examinations, and the descriptions are given with 
a view to their practical application. The subject is presented 
in an unusual but interesting manner with an account of 
surface appearance, and a considerable number of useful 
descriptions, in the classified form so much appreciated by 
students. The book is written chiefly from the point of view 
of the surgeon, and the central nervous system and the thoracic 
viscera are scarcely mentioned. But, while there is a very 
useful chapter on ossification and epiphyses, and the joints 
are considered in some detail, there is no systematic account 
of osteology. Important points are stressed in regard to their 
practical application; but it would hardly seem necessary 
in a book of this type to give a measurement to one-eighth of 
an inch, for the distance of the sterno-clavicular joint from 
the middle line of the body. In the account of the organs of 
sense there is an excellent description of the anatomy of the 
eye; but in the chapter on the auditory apparatus there is 
no mention of the internal ear. On account of the attractive 
form in which the excellent subject-matter is presented in 
this book, it should prove a boon to those who wish to revise 
their knowledge of anatomy with the least possible effort. 
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The Essentials of Medical Diagnosis. By Srr Tuomas 
Horper, Bart., K.C.V.O., M.D., F.R.C.P., and A. E. Gow, M.D., 
F.R.C.P. Pp. xx., 682. Illustrated. London: Cassell & Co. 
Ltd. 1928. Price 16s.—It is to be expected that a book coming 
from such a source should achieve a particularly high standard. 
The authors have succeeded in compressing into small volume 
a large amount of valuable information. The arrangement 
of the subject-matter is particularly well planned. Each section 
begins with a succinct account of the anatomy of the region 
such as is essential for the adequate examination of the patient. 
This is followed by an outline of the more important details 
of clinical pathology. The argument of the book is from the 
patient to the disease. The authors stress the value of absolutely 
systematic examination, and their general attitude towards 
accurate diagnosis is expressed in their introduction: ~*~ To 
know exactly what signs to look for in any particular case 
demands enough knowledge of the disease to enable the observer 
to have in his mind from the outset of his survey some tentative 
idea as to the nature of the case.” He is warned, however, 
to keep this initial attitude nebulous, lest he become biased 
and attempt to fit in his observations with some preconceived 
notions. Where all is so good criticism is difficult. It is, 
perhaps, disappointing to find diabetes dismissed in a single 
page. Of the chapter on diseases of the lungs many would 
question the authors’ view of the causation of Grocco’s triangle 
of dulness. The nomenclature of adventitious sounds in the 
lungs is clear, but does not entirely conform to that adopted 
by others ; and impresses on one the need for a fixed standard 
nomenclature. Of the sections on clinical pathology, the one 
dealing with the examination of the urine is particularly 
useful. The book is full of interest, and as a supplement to 
one of the standard text-books on medicine may be strongly 
recommended. 


Handbook of Sanitary Law. By B. B. Ham, M.D., D.P.H. 
Tenth Edition. Pp. xxxii., 284. London: H. K. Lewis & 
Co. Ltd. 1928. Price 6s. 6d.—The tenth edition of this book 
is brought up to date by the inclusion of all recent sanitary 
legislation. It still manages to compass within 270 pages a 
complete synopsis of all the law which is necessary for a D.P.H. 
student to know, without sacrificing clarity to brevity. While 
due space has been given to the Milk and Dairies Order, 1926— 
the most important addition—the book still retains its 
conveniently portable form. 
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Synopsis of Physiology. Bv A. R. Snort, M.D., B.Se., 
F.R.C.S., and C. I. Ham, M.B., B.Ch. Pp. vi., 258. 27 
illustrations. Bristol: John Wright & Sons Ltd. 1927. Price 
10s. 6d.—In the preface of the last addition to the already 
famous ‘“‘ Synopsis ”’ series the authors state that their object 
m writing the book has beer “to give a full summary of 
modern physiology, particularly human physiology, in a small 
compass.” This object they have successfully attained ; 
though in a book for medical students, who will later proceed 
to clinical work, it seems unfortunate that more attention 
has not been paid to physiology as applied to clinical medicine, 
and also to the physiological information gained from recent 
clinical investigations. For example, in the chapter dealing 
with the heart no mention can be found of fibrillation or of 
circus movement; and in the chapter on gastric function 
the normal duodenal reflex, demonstrated by MacLean, which 
has so important a bearing on the interpretation of a fractional 
test meal, has escaped inclusion. But these are minor points, 
and the chapters on the nervous system are particularly good. 
Dealing, as they do, with very controversial subjects, the 
known facts and the generally accepted current ideas are 
stated clearly and succinctly, and should be of great value to 
students who may have been confused by the apparent con- 
tradictions of a larger text-book. The book should prove 
popular, not only with students, but also, as the writers 
suggest, with lecturers who wish to make a rapid revision 
of the essentials of their subject. 


The Meningiomas. By H. Cusuine, C.B., D.S.M., M.D., 
LL.D. Pp. vi., 53. 28 illustrations. Glasgow: Jackson, 
Wylie & Co. 1927. Price 2s. 6d.—This monograph records 
with singular clarity and beauty of diction how science has 
defined yet t another clinico- pathological entity (meningiomas 
of the olfactory groove) from the divers multitude that are 
embraced under the heading of cerebral tumour. Not only 
does the author fire the diagnostic z zeal of the clinician, but 
whets the technical appetite of the surgeon. He writes in 
glowing terms of a new boon to cerebral surgery in the form 
of diathermy and similar coagulating electric currents. 
Turning from this highly “spec ‘ialised subject to the wider realm 
of the surgery of neoplasms i in general, he foreshadows a time 
when the surgeon Ww ill forsake his scalpel and work with cutting 
electrodes in a bloodless field. He regards electro-surgery as an 
advance of a magnitude little less than the Listerian discovery. 
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Rheumatic Diseases. Proceedings of a Conference held at 
Bath, May, 1928. Pp. xi., 292. Published by the Hot Mineral 
Baths Committee of the Bath City Council, 1928. The 
editing of this volume must have been a difficult task. 
Those who sat through the Bath Conference were almost 
overpowered by the complexity of the problem which was 
discussed, and although those responsible for its organisation 
achieved much in the direction of simplification, much remained 
to be done. To Dr. R. G. Gordon and his colleagues of the 
Organising Committee we offer our respectful congratulations 
on this highly satisfactory consummation of their undertaking. 
The book should prove of permanent value as an expression 
of modern opinion on a subject that is of interest to every 
practitioner of medicine. 


Neoplasms of the Bladder. By L. R. Firievp, F.R.CS. 
Pp. xi., 94. 12 illustrations. London: H. K. Lewis & Co. 
Ltd. 1928. Price 7s. 6d.—This small monograph is the essay 
for which the Buckston-Browne Prize was awarded by the 
Harveian Society, and has been published just after the 
untimely death of the author from a street accident. The 
most important part of the work consists in the experimental 
observations made on the subject of transplantation of ureters 
into the bowel, this being illustrated by coloured figures. The 
author concludes that bilateral nephrostomy and ureterostomy 
are the safest and the most generally applicable methods of 
diverting the urine in cases of carcinoma of the bladder; 
that Stiles and Coffey’s methods of  uretero-intestinal 
anastomosis are equally good, but both attended by grave 
risks, nearly 60 per cent. developing ascending infection, and 
about 30 per cent. stricture of the lower end of the ureter. 
The book is well and clearly written and affords a good summary 
of the subject. 


The Injection Treatment of Varicose Veins. By A. H. 
DoutuwaitE, M.D., M.R.C.P. Third Edition. Pp. x., 51. 
London: H. K. Lewis & Co. Ltd. 1928. Price 4s.—Varicose 
veins, ulcers and eczema are with us still as frequent ills, and 
in this second edition of his book Dr. Douthwaite deals most 
comprehensively with their treatment by injection. If we 
make haste to follow it, ours will be the privilege of providing 
the public with a simple cure for one of the really common 
ills. 
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Applied Physiology. By 8S. Wricut, M.D.,M.R.C.P. Second 
Edition. Pp. xxvi., 510. Illustrated. London: Oxford 
University Press. 1928. Price 18s.—In the second edition 
of this already popular work the author has more than 
maintained the high standard of excellence set in the first 
edition. The whole book has been thoroughly revised and 
brought up to date, no small task considering what rapid 
advances have been made in physiology over a large front in 
the last few years. New sections have been incorporated on 
many subjects, including, among others, the effect of hypertonic 
saline on intracranial pressure, the relation of the hypothalamus 
to the pituitary, the dietetic treatment of pernicious anemia, 
Sabin’s work on the development of the blood, the coronary 
circulation in health and disease, and Lewis’s recent work 
on the ‘‘H”’ substance. Several sections have been rewritten ; 
among which are those dealing with fat metabolism and the 
output of the heart, and many new illustrations have been 
added, thus greatly enhancing the value of the text. For those 
unacquainted with the “old terminology” the B.N.A. 
equivalents are placed in the text in brackets and a glossary 
of equivalents has been added. The book has been well 
produced. It should prove popular, not only with students 
preparing for examinations, but also with clinicians; for, 
after all, the only firm basis for a good understanding of 
pathological processes is a sound knowledge of the normal 
functions of the body. This the book provides, and also points 
out the clinical application of the ascertained facts to the 
elucidation of diseased states. 


Outlines of Dental Science. XII.: Orthodontics. By A. G. 
Witson, L.D.S. Pp. xii., 168. Illustrated. Edinburgh : 
E. & S. Livingstone. 1928. Price 8s. 6d.—This little book 
is one of a very interesting series published recently. Each 
volume is complete in itself, dealing as it does with one particular 
subject in the dentist’s art. The whole series is necessary for 
a library. The subject-matter of this volume deals with the 
complicated and fascinating subject of irregular jaws and 
teeth in children. The author has stated the case plainly, 
and in a manner very concise and easily understood. The 
American view is clearly expounded in a way that should do 
much to help in clearing away many of the points 
that the average student in an English dental school finds so 
difficult. 


Vou. XLV. No. 170. 
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Erythema Nodosum. By J. OpERyY Symes M.D. Bristol: 
John Wright & Sons Ltd. 1928. Pp. 72. Price 5s.—Within 
a small space Dr. Symes has compressed the fruit of years of 
observation. The account that is offered here is fuller in 
many details than the Long Fox Memorial Lecture published 
in this issue, and in fact furnishes a complete description of 
the disease. Both in manner and in matter it is a production 
of which the author and the publishers may well be proud. 
Dr. Symes presents a study that, for thoroughness, lucidity 
and balance, is a model of what a monograph “should be. 


Insomnia and Drug Addiction. By P. C. C. Frnwicx. 
L.M.S.S.A. Pp. xii., 56. London: H. K. Lewis & Co. Ltd. 
1928. Price 2s.—This little monograph deals very clearly and 
succinctly with the subject of drug-habit, giving a list of these 
substances for which habit is acquired and setting out the 
causes, symptoms and effects of drug addiction. The subject 
is one very inadequately dealt with in the ordinary text-book, 
and to the general practitioner, especially if he be a beginner, 
the chapter on treatment will be invaluable, for it details the 
hyoscine treatment of morphinism and the gradual reduction 
cure as applied to cases of addiction to morphia, cocaine and 
alcohol. The chapter on after-treatment is full of practical 
common-sense hints. 


Gastro-intestinal Diseases. Edited by D. WareErsrtoy, 
M.D., F.R.C.S. Pp. viii., 278. Illustrated. London: Oxford 
University Press. 1928. Price 10s. 6d.—This volume is 
composed of lectures delivered at the Mackenzie Institute. 
The views expressed by the various writers are lucid and 
up to date, and the book should be a very valuable addition 
to the library of the clinician. As regards the ocular 
manifestations which may occur in gastro-intestinal disorders, 
a very diverse series is presented. There is an interesting 
reference to the causation of hunger and appetite, and an 
illuminating discussion on the movements of the stomach 
and their relationship to peristalsis in other parts of the 
alimentary tract; the converse, abnormalities in colon 
movement and the effect of this upon gastric function, is well 
remarked upon, as well as the influence of psychic states. The 
clinician will find much help from the lecture on hypereesthesia 
and referred pain ; the investigators have located well-defined 
areas of hyperalgesia and hyperesthesia in affections of the 
gall-bladder and appendix, but not, apparently, in cases 
of diseases of the stomach and duodenum. Dealing with 
the dyspepsias, recognition is made of hypersthenic and 
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hyposthenic gastric states ; the influence of psychic conditions 
on gastric disorders is elaborated at some length: “the function 
of digestion must be regarded as . . . a sensitive point in a 
complex psychic and nervous organisation. ” The diagnosis 
of gastric and duodenal ulcer is handled on common-sense 
grounds : a good clinical history still holds sway; X-rays are 
not by any means always to be relied upon. Hematemesis 
and gastrostaxis are discussed at some length. <A hint is 
thrown out as to the selective affinity of organisms of 
streptococcal type for the gall-bladder, and the origin of 
duodenal ulcer by infection from this site. There is a good 
series of photographs of X-ray findings in carcinoma of the 
stomach ; much stress is laid on peristaltic interference as 
seen on barium investigation, and it is claimed that it probably 
preceeds any clinical symptom. ‘This is a _ praiseworthy 
collection of the views of different writers, fully maintaining the 
high standard of clinical work set by the founder of the 
Institute. 


The Robert Jones Birthday Volume: A Collection of Surgical 
Essays. By Various Authors. Pp. xii., 434. 355 illustrations. 
London: Oxford University Press. 1928. Price 42s.—This 
volume represents a really great tribute to a really great man. 
It is certainly not within our recollection that any British 
surgeon has ever had such a tribute paid to him, although the 
practice of presenting a “ festschrift ’ to a great teacher is 
a well-known practice on the Continent. Opening with a 
most eloquent preface, which is as affectionate as it is sincere, 
by Moynihan, it is continued by twenty-four essays on subjects 
relating to bone and joint surgery by men in all parts of the 
world. Many of these have been both pupils and assistants 
of Sir Robert Jones ; others are leaders in orthopedic surgery 
in America, Canada, France, Italy and Holland. It is quite 
impossible in the limits of an ordinary review to do anything 
like justice to the various essays, but at the risk of invidious 
distinctions one may point to some of the outstanding papers. 
Putti gives a most interesting account of two cases cf tumour 
of the femur and the ingenious method by which he made 
good the bone after the removal of the growths. Murk 
Jansen of Leyden gives a characteristically learned discussion 
on the dissociation of bone growth. Elmslie adds to his own 
reputation and to our knowledge of fibro-cystic diseases of 
bone by a paper which is an amplification and a continuation 
of a classical one he wrote in 1914. Holland, from his past 
experience, gives an account of the accessory bones of the 
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foot in a paper which will be of great value for the purposes 
of reference. Platt deals with the nerve complications of 
injuries round the elbow-joint, and gives such a large number 
of cases that it is possible to draw valuable conclusions as to 
prognosis and treatment. Bristow has added to our knowledge 
of the cysts of the semi-lunar knee cartilages by a description 
of eleven new cases, nine of which affected the external meniscus. 
He regards them as degenerative in origin and comparable to the 
ganglia of tendon sheaths. Naughton Dunn summarises his 
experience of the stabilising operations for flail foot introduced 
by himself some years ago. We can say without any fear of 
contradiction that nearly all the papers contained in this 
memorial volume represent real additions to our knowledge of 
orthopedic surgery. The appearance of the volume is an 
eloquent testimony to the great influence that Sir Robert 
Jones still exercises over thought and progress. 


Requisites and Methods in Surgery. By C. W. Carucarrt, 
C.B.E., F:R:CS., and J. N. J. Harntiny, O:.B-E., FRCS. 
Pp. viii., 476. 246 illustrations. Edinburgh: Oliver & Boyd. 
1928. Price 12s. 6d.—This volume is written on much the same 
lines as other works on minor surgery for the student and house 


surgeon. It cannot be regarded as a possible addition to the 
student’s library, but rather as another book in the vast library 
from which he has to choose. It has, however, several features 
which might commend it, and which might justifiably turn 
the balance in favour of its special selection. The chapter on 
case taking is very comprehensive, and includes a description 
of the methods of examining the urine for possible abnormal 
constituents. A short account of cystoscopy and catheterisation 
of the ureters is given, and a few hints on the use of barium 
and X-rays as an additional method of aiding diagnosis. The 
chapter on anesthetics is very helpful and that on massage is 
a welcome inclusion. The question of treatment is brought 
well to the fore, and even the failure of any given method is 
anticipated by a description of post-mortem examination and 
the medico-legal aspects of death. Hospital economy is another 
somewhat unusual feature of the book, and a chapter on trusses 
and artificial limbs, an appendix including a description of 
the clockwork control of Carrel-Dakin and hints on the index 
of cases under diseases concludes the volume. The above 
does not, by any means, include the total sphere of usefulness 
of the work ; a vast amount of information is included between 
its covers which might more than repay the owner his twelve 
shillings and sixpence. 
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Extra Pharmacopeia, Vol. I. By MarrinpaLe and 
Westcott. Nineteenth Edition. Revised by W. H. 
MARTINDALE, Ph.D. Pp. xxxvi., 1,207. London: H. K. Lewis 
& Co. Ltd. 1928. Price 27s. ‘6d. —During the forty-five 
years which have elapsed since the publication of this work 
it has been a constant friend to vast numbers of medical 
practitioners and pharmacists. The increasing number of 
medicinal preparations which become available as time goes 
on has rendered it necessary to enlarge this work nearly three 
times. We have constantly referred to it for over thirty years, 
and have never been disappointed. It is impossible to mention 
all the good points of this work, but an outstanding feature is 
the inclusion of a great number of references to researches by 
various workers in the different branches of materia medica 
The authors have always succeeded in keeping the work up to 
date, which entails an extraordinary amount of care and reading. 
We need only say that it should be included in the library of 
every medical practitioner and pharmacist. 


A Handbook for Nurses. By J. K. Watson, M.D. Eighth 
Edition. Pp. xii., 898. Illustrated. London: Faber & 
Gwyer Ltd. 1928. Price 8s. 6d.—We are always pleased to 
welcome a new edition of this valuable Handbook for Nurses, 
and we are grateful to the author for giving us yet another. 
The additional 100 pages contain a great deal that is useful, 
and we especially like the chapter on mental diseases. 
The increased number of illustrations is a great asset, 
especially those of the skin diseases. The book is a complete 
summary of the most important things a nurse needs to 
know: it will guide her throughout her training and final 
State Examination, and provide her with information of and 
treatment for practically any emergency which may occur in 
hospital or private work. 


Dental Medicine. By F.W. Bropericx, M.R.C.S., L.R.C.P., 
L.D.S. London: William Heinemann Ltd. 1928. Pp. xviii., 364. 
Price 21s.—The title that Mr. Broderick has selected for his book 
suggests that there is more in the speciality of dentistry than the 
repair and replacement of teeth, that, in ‘addition to this being 
aspecialised branch of surgery, the science and art of medicine 
should be utilised in practice. The writer shows how, in the 
attempt to compensate a change in the acid base equilibrium 
of the blood, certain ill effects are brought about in other 
tissues that will, as the result of natural bio-chemical laws, 
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bring about changes in the teeth which will result finally in 
those conditions that we call dental caries and pyorrhea, 
Stated briefly, his theory as to the origin of the former condition 
is that, as the result of an attempt to compensate an acidosis, 
there arises an alteration in the reaction of the saliva towards 
the acid side of the normal, that when this becomes more 
acid than the iso-electric point of the proteins which that 
saliva contains, there takes place a passage of calcium ions 
from the teeth to the saliva, which in time will lead to the 
disintegration of the dental enamel and finally the formation 
of a cavity. Pyorrhcea alveolaris, on the other hand, according 
to his view is brought about by an opposite state of things, 
Here a threatened alkalosis in compensation results in the 
laying down of subgingival tartar, which, through the irritation 
which it brings about in the subgingival trough, is the direct 
cause of the clinical signs, the pocket and the alveolar 
destruction, which are the main features of that condition. 
As a secondary effect of the attempt to compensate the alkalosis, 
conditions as to salivary reaction will result which will be 
opposite to those which he blames for the production of caries, 
and the teeth will become hypercalcified and of extreme 
hardness and incidentally immune from caries. By a careful 
classification of various forms of gingivitis Mr. Broderick 
separates those which are the precursors of pyorrhoea from 
those which are not, and in so doing removes the difficulties 
which have been present in the minds of many men in accepting 
his dictum that dental caries and pyorrhcea are in reality 
opposite and antagonistic conditions. Chapters are included 
on such matters as the reaction of the blood and the manner 
in which this is kept stable ; the result of changes or tendencies 
to change in this reaction, and the clinical conditions known 
as acidosis and alkalosis ; endocrinology ; the metabolism of 
lime salts ; and the physiology of the saliva and the circum- 
stances which tend to alter the reaction of that secretion. As 
a result of the visualisation of the conditions on which the 
etiology of dental caries and pyorrhcea primarily rests, which 
the author here presents, he formulates a preventive treatment 
which becomes scientific and rational, by which the causes of 
the conditions may be removed or, at any rate, prevented from 
compensating in such a manner as to be a danger to the teeth 
and their supporting tissues. Altogether this is a most 
fascinating and stimulating book, which, going as it does to 
the very origin of diseased conditions, should be read by all 
students of disease. Practitioners of every branch of medicine 
will find in it much of interest. 
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Editorial Notes. 


THE anxiety caused by the King’s 
serious illness has to some_ extent 
The King’s been relieved. The facts about his 
Health. illness which have been recently 


published prove how well-grounded 

that anxiety has been. A streptococcal 
septicemia, accompanied by pulmonary consolidation 
and empyema, is a malady from which recovery is barely 
to be hoped for. There is, indeed, cause for thankfulness 
that His Majesty seems to have passed safely through a 
phase in which he fell into a typhoid state with periods 
of grave myocardial failure. As we go to press the 
bulletins report his continued though slow progress 
towards what we all hope will be complete restoration 
to health. It is in times of sickness that a nation can 
manifest by its solicitude and sympathy the loyalty 
and gratitude which King George V. has richly 
earned from his subjects throughout the Empire. To 
him in his suffering as well as to the Queen and the 
Royal Family in their anxious waiting and watching 
the deepest sympathy is due. A word of grateful 
appreciation may be expressed also to the King’s 
doctors for their wise care of their royal patient, and 
for the clear and full information which they have 
published as to the nature and progress of his illness. 
The public has been admitted to a degree of confidence 
which is as admirable as it is uncommon when a 
Sovereign’s life is in jeopardy. 
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As part of the University effort on 
Hospital Ball behalf of the Lord Mayor’s collection 
for the Lord for the Bristol hospitals a most 
Mayor’s Hospital successful Ball was held at the 
Fund. Victoria Rooms on Wednesday, 
January 2nd, 1929. The attendance 
reached the satisfactory number of 200. The Lord 
Mayor accompanied by the Lady Mayoress came and 
made a speech, in which he paid graceful compliments 
to the University Union and the Committee of 
ladies who had organised the Ball. His speech was 
short and appropriate, and the length of his stay 
was a compliment no less marked. In connection 
with the special efforts which the University makes 
year by year to swell the Lord Mayor’s Hospital 
Fund, it may not be out of place to suggest 
that the expression ‘“‘ University Rag” should be 
discontinued. A rag is defined in the dictionary as 
‘““noisy, disorderly conduct.” Hitherto the conduct 
of the students who have organised the University 
collections for the Lord Mayor’s Fund has not deserved 
such a description. The ‘“ Press” is not wholly free 
from blame in this matter. The students’ collection 
is given publicity and free advertisement under the 
title of “The University Rag.” That the affair has 
been carried out with a maximum of efficiency and 
fun and a minimum of horseplay and rowdiness is 
attributable to the good manners and breeding of the 
students rather than to any encouragement they may 
derive from the inappropriate headlines under which 
the newspapers report their doings. The University 
students work very hard for the money they collect. 
If they amuse the public more than they amuse 
themselves the public charities are the gainers. But 
to call this ‘‘ragging”’ is surely a derangement of 
epithets. 
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Obituary. 


FRANK J. WETHERED, M.D. (Lond. and Bristol), F.R.C.P. 


THOUGH all his active professional work was as a consulting 
physician in London, the death of Frank Wethered, at the 
age of 68, recalls happy memories '» many of his old fellow- 
students at the Bristol Medical School, before he went on to 
complete his student career at the London Hospital, and 
at Berlin and Vienna. 

During the earlier days at Bristol he was ever careful and 
thorough in his work. He was a keen amateur actor, and took 
a very active share in initiating the Bristol Medical Dramatic 
Society with a two-night performance of ‘* London Assurance ”’ 
at the Alexandra Hall, when over £500 was collected for our 
medical charities. 

In these early days he was especially interested in histology, 
and shortly after his appointment as Medical Registrar and 
Demonstrator of Practical Medicine at Middlesex Hospital in 
1892 he published a text-book on Medical Microscopy. 

In 1899 he was appointed Assistant Physician, and in 
1913 Physician to this Hospital, and he was furthermore 
appointed a member of the staffs at Brompton Hospital for 
Consumption and St. Saviour’s Hospital. 

His work, especially at Brompton, brought him constantly 
in contact with the late Sir Richard Douglas Powell, with 
whom he became more closely associated in private practice. 
His knowledge of pulmonary tuberculosis led him to compete 
for the King’s Competition with an essay on “‘ A Sanatorium 
for Consumption,” for which he was awarded the second 
prize. 

Only the older practitioners can recall the furore of hope 
aroused by the announcement of Professor Koch’s claims for 
his tuberculin, but Sir Douglas Powell was the one English 
physician to be accorded a small amount to bring back from 
his visit to Berlin. As Frank Wethered was then acting as 
his assistant he was charged with the carrying out of the 
method, and so the writer was enabled to organise a demon- 
stration of the technique by Frank Wethered at the Bristol 
Royal Infirmary, Sir Douglas Powell promising sufficient 
tuberculin for the continued treatment of two patients. Our 
Board Room was crowded out by the practitioners who flocked 


321 





322 MEETINGS OF SOCIETIES 


to Dr. Wethered’s demonstration, a sure indication of the 
intense and widespread interest that had been aroused. 
His next association with Bristol arose many years later, 
when in 1913 he obtained the M.D. Bristol. . 
During the war he threw his energies into his work as 
Captain, R.A.M.C. (T.F.), in the Third London General Hospital. 
In 1889 he married Miss How, and had one daughter, to 
whom he was devoted. The sudden and tragic death of his 
only child in 1918 was a terrible grief, and shortly after he 
resigned all his appointments in London and retired to 
Falmouth, where he became Consulting Physician to the 
toyal Cornwall Infirmary and undertook some consulting work. 
For a few years past his health had been failing, and he 
suffered from anginal attacks. He will be remembered by 
a large circle of friends for his kindly, genial disposition and 
charming personality. 


Meetings of Societies. 


Clinical Society of Bath. 


A Meetine of the Bath Clinical Society was held on Friday, 
November 2nd, at the Royal United Hospital, Bath. Mr. 
A. de V. Blathwayt was in the Chair. 

Mr. A. 8. Levis showed a case of Elephantiasis of the Leg 
of Unknown Origin, in which he had performed Kondoleon’s 
operation with great success. The cedema had disappeared, 
and the leg was almost normal in size. The patient had returned 
to his work as a labourer. 

Dr. R. G. Gorpon exhibited a cinematograph film 
illustrative of some abnormal gaits in children, as exemplified 
by some of the patients at the Bath Orthopedic Hospital. 
He stressed the point of the educability of many cases of 
cerebral diplegia which had hitherto been generally looked 
upon as a condition of imbecility. He cited several cases of 
children at the Orthopedic Hospita) who, in addition to being 
taught to feed themselves and to walk, could also read, write. 
sew and typewrite. 


A Meeting of the Bath Clinical Society was held on 
Friday, December 7th, at The Royal United Hospital, Bath. 
The Past President, Mr. A. de V. Blathwayt, was in the Chair. 


I 
Pern 
note 
I 
Girl. 
conc 
| 
to b 
eyes 
loca 
con] 
pign 
sun] 
of a 


. 


the 
of t 
upp 
thor 
intr: 
Was 
dose 
of | 
sma 


Dr. 
whi 


a fe 
con: 
pels 
deli 
ace! 


Sto: 
mol 
ine} 
It 


vul 


Sel 
was 
im] 








F the 
later, 


k as 
pital. 
T, to 
f his 
ar he 
d to 
the 
vork, 
d he 
l by 
and 


day, 
Mr. 


Leg 
on’s 
red, 


ned 


film 
fied 
tal. 
- of 
ked 
; of 
ing 
ite, 


on 
th. 


vir. 









MEETINGS OF SOCIETIES 323 





Dr. Duront (Frome) showed an Atypical Case of Lupus 
Pernio which had been seen by Dr. Henry MacCormac, whose 
notes on the case were read. 

Mr. J. S. Levis showed a case of a Breast Tumour in a Young 
Girl. This was thought to be either chronic mastitis or a 
condition of hypertrophy. 

Dr. Vincent Coates showed a case which he considered 
to be one of Argyria. There had been silver medication of the 
eyes. This diagnosis was criticised on the score of the marked 
localisation of the pigmentation to the hands and the 
conjunctive, and also on account of the fact that the 
pigmentation of the hands rather resembled that caused by 
sunlight than the shade of pigmentation usually seen in cases 
of argyria. 

Mr. Mumrorp showed a case of Marked Thickening of 
the Bones of the Skullina Young Woman. ‘There was a history 
of the removal under local anesthetic of a cyst from the 
upper and outer side of the right orbit, which Mr. Miles Atkinson 
thought had probably been a meningocele. The question of 
intracranial abscess was discussed, and in view of the doubtful 
Wassermann reaction Dr. Waterhouse suggested a provocative 
dose of N.A.B. and further blood examination. On account 
of the severe headache complained of, and the apparent 
smallness of the pituitary fossa in the X-ray photograph, 
Dr. Thomson suggested a sugar tolerance test. 

He also showed a case of Enlarged Liver in an Elderly Man 
which was thought to be due to primary malignant disease. 

Dr. Doveias MiTcHELL showed the X-ray photograph of 
a female patient who had had a fracture of the acetabulum with 
consequent encroachment of the head of the femur upon the 
pelvic outlet. He gave details of the great difficulty in the 
delivery of this patient, who had become pregnant after the 
accident occurred. 

Dr. WaTERHOUSE showed a case of Very Intractable 
Stomatitis which had resisted all forms of treatment for many 
months. Beyond the fact that the eosinophiles were markedly 
increased, there were no evidences of a constitutional cause. 
It was thought to be possibly of dental origin, and the red 
vulcanite of the patient’s denture was under suspicion. 

Dr. Deticatt showed a case of Amyotrophic Lateral 
Sclerosis with Bulbar Paralysis. As the Wassermann reaction 
was positive, Dr. Gordon thought that the case might probably 
improve under anti-syphilitic treatment. 





324 LIBRARY 


Dr. WATERHOUSE read a short paper giving an account 
of five females and one male of ages ranging from 47 to 
70, suffering from pernicious anemia. Response to treatment 
by liver was rapid and satisfactory in all. In one patient a 
red-cell count of 1,150,000 and a hemoglobin percentage 
of 26 rose at the end of six weeks to 3,430,000 and 50 per 
cent., and nine months later was 6,000,000 and 90 per 
cent., though a few megalocytes were still present. One 
patient experienced rapid and marked relief of distressing 
paresthesia of the limbs. Complete chlorhydria was present 
in all the patients (four) to whom test meals were given, 
and in another was known to have been present thirty years 
previously. A history of sore tongue was obtained in four 
patients, and in one of these had been severe enough to 
prevent the taking of solid food. Three of the patients 
complained of loss of flesh. In only one was the spleen enlarged. 


The Medical Library of the University 
of Bristol, 


WITH WHICH IS INCORPORATED 


The Library of the Bristol Medico-Chirurgical Society. 


The following donations have been received since the publication 
of the List in September, 1928. 


December, 1928. 

Aberdeen University (1) nt a io 1 volume. 
B. M. A. Secretary (2) .. es Re ‘5 l ' 
Mr. C. Osmond Bodman (3) .. ey bx 2 volumes. 
British Empire Cancer Campaign (4) is 1 volume. 
Dental Board of the United Kingdom (5) .. l 
Professor E. Fawcett (6) sy at ” I i 
Professor E. W. Hey Groves (7) - Ss 15 volumes. 
Dr. Bernard Hollander (8) a iy — 1 volume. 
London School of Hygiene and ‘Tropical 

Medicine (9) .. ; 4 ‘ss l ™ 
Michell Clarke Memorial i und (10) a os 2 volumes. 
Rockefeller Foundation (11). st Yr 1 volume. 
Sir Humphry D. Rolleston, Bart. (12) ae 2 volumes. 
University of Otago Medical School] (13) .. 1 volume. 

Unbound periodicals have also been received from Dr. 
Carey F. Coombs, Dr. C. Corfield and Professor E. W. 
Hey Groves. 
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Barnard, W. G... .. Elementary Pathological Histology 
Briggs, I. G. .. .. How to Start in General Practice P ; 
Brockbank, E. M., and Ramsbottom, A. Clinical Examination of the Keane 
2nd Ed. 
Broderick, F. W. .. Dental Medicine : 
Catheart, C. W., and Hartley, J.N.J. Requisites wil Methods in dein Ty . 
DaCosta, J.C... .. Modern Surgery ip axe Pe wer er (7) 
Douthwaite, A. H. .. The Injection Treatment of Veslinns Veins 3rd Ed. 
Dowden, J. W. .. .. Clinical Surgery , Sans 
Erlacher, P. J. .. .. Die Technik des Ovthepaiiechen E inet ac 
Fairbairn, J. S. ..  .. Gynecology with Obstetrics .. ..  .. 2nd Ed. 
Fenwick, P. C. C. .. Insomnia and Drug Addiction 
Field, L. Rw... .. .. Primary Neoplasms of the Urinary Blad —_ 
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fastro-Intestinal Diseases. (James Mackenzie Institute) war & 
Haehl, R. .. .. .. Samuel Hahnemann... .. .. «.. 2 Vols. (3) 
Haire, N. .. .. .. The Comparative Value of Current Contraception 
Methods .. ee ee ee Ce ee ee 
Ham, B. B... .. .. Handbook of Sanitary Law .. ..  .. 10th Ed. 
Hanbold, H. A... .. Principles and Practice of Surgery 2 Vols. (7) 
Hollander, B. .. .. In Commemoration of F. J. Gall... ..  .. (8) 
Horder, Sir T., and Gow, A. E. Lssentials of Medical Diagnosis 
Hutchison, R. .. .. Diagnosis, Prognosis and Treatment 
International Conference on Cancer, London, 1928 : 
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Services of the British Army, 1727-1898.. 
Kidd, B.  .. = .. ~«. Science of Power ee ae eee 
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Kopp, J. G. .. .. Lostéosynthése dans le mal de Pott 
Leveuf, J., ete. .. .. Fractures et Luzxations eee 
Lindsay, D. M. .. .. Obstetric and Gynecological C ases 2 ee fs 
Martindale and Westcott Extra Pharmacopeia. Vol. I. ..  .. 19th Ed. 
Melchior, E. .. «+ Nachbehandlung nach Chirurgischen Eingriffen (7) 
Mies, W. EB. .. « Cancer of the Rectum <«. 2.2 «<s os « 
Nesfield, V... .. .. Deafness and its Alleviation mS fae eames 
Nouveau Traité de Médécine. Vol. XVI. i, Se, ee (ae cee geeehG 
Osler and McCrae .. Modern Medicine, 3rd Ed., Index to the Work (10) 
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Roberts, J. B., and Kelly, J. A. Fractures .. we ae Sd id. 2) 

Rolleston, Sir H. .. Aspects of Age, Life om yori Bre: liste Cerenmeel 

Rolleston, Sir H. .. Cardio- Vasilis Diseases since Harvey's Discovery 

(12) 

Schwalbe, J. (Ed.)  ..  Diagnostiche und Therapeutische Irrtiimer und 
deren Verhtitung. Chirurgie. Heft 9  .. (7) 

Simms, W. ... ... ... Manual of Dental Prosthetics 

Singer, C. .. .. .. Short History of Medicine 

Symes, J. O. .. .. Erythema Nodosum .. 

Taylor, F. L. .. «+ Crawfurd W. Long .. Oe ee en ee 

Watson, J. K. .. .. Handbook for Nurses Sa See, pa ce ne 

Weisz, E. .. .. .. Diagnostik mit Freiem Auge, 3te Aufl st aN 

Wilson, A.G.  .. .. Orthodontics aS 

Wolff, E. -- «+ «+ A Shorter Anatomy .. a ee a ee ee 

Mrent, SS... ss s. Apphed Physiology... .. «. «« «o. Qnd Ed 
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London School of Hygiene and Tropical Me Siatein: Collected Addresses 
WOE ca a) 3s Bros Sere TSE are ese tse seer ton ren Cee 

Medical Directory, 1929 ae ara ater sl cremate wate ree rs 

Methods and Problems of Medical Silesia. Dries 20... Sw ORR) 

Proceedings of the University of Otago Medical School. No.5...  .. (13) 

Progressive Medicine. September, 1928 .. 

Quarterly Cumulative Index Medicus. (3) 

St. Bartholomew’s Hospital Reports. Vol. 61 

St. Thomas’s Hospital Reports. Vol. 50 


Surgical Clinics of North America. August and October, 1928 


Transactions of the College of Physicians of Philadelphia. Vol. 49 .. 
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M.D.—C. B. Perry, M.B., Ch.B., M.R.C.P., A. M. Critchley. 


M.B., Ch.B. 


M.B., Cu.B.—Supplementary First Examination, Pass : 
By Re! ea! & Eagles, Winifred M. Hill, D. S. Prichard. Jn Chemistry 


and Biology only : Mary G. Thomas, 8S. P. N. Williams. 


M.B., Cu.B.—Final Examination (Part I.), including 
Forensic Medicine and Toxicology. Pass: J. F. Coates (with 
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distinction in Materia Medica, Pharmacy, Pharmacology 
and Therapeutics, and Forensic Medicine and Toxicology), 
Eveline M. D. M. Collinson, H. F. G. Corfield (with distinction 
in Forensic Medicine and Toxicology), J. L. W. Davies, J. J. J. 
Giraldi, R. D. Jones, G. F. Langley (with distinction in 
Materia Medica, Pharmacy, Pharmacology and Therapeutics), 
R. A. Lattey, R. P. Lucas, J. E. Newton, 8S. C. Wake. Jn 
Part I. only: U. M. Hopkins, W. L. Sleight, H. M. Strover. 


M.B., Cu.B.—Final Examination (Part II.). Pass with 
Second Class Honours: A. A. Dowling (with distinction in 
Obstetrics), H. D. Pyke (with distinction in Obstetrics). Pass : 
G. R. Fells (with distinction in Public Health), Ethel M. 
Redman. In Group II. (completing Examination) : Phoebe C. 
Vine. 

B.D.S.—Third Examination. Pass: In Dental Metallurgy 
and Dental Mechanics only: W. Forsyth. In Dental Materia 
Medica only: Muriel E. 8. Cosh. 


L.D.S.—Supplementary Preliminary Science Examination. 
Pass: In Biology only (completing Examination): G. N. 
Minifie. 

L.D.S. — Second Professional Examination. Pass: In 
Dental Mechanics and Metallurgy (completing Examination) : 
E. R. Carpenter. Jn Dental Mechanics (completing Examina- 
tion): I. W. Williams. In Dental Materia Medica (completing 
Examination): J. D. Galloway. In Dental Materia Medica 
only : N. Miller. 


L.D.S.—Final Professional Examination. Pass: Barbara J. 
Shapland. 


University of London.—M.B., B.S., Group I., Medicine.— 
Doreen G, C. Nixon, M.R.C.S., L.R.C.P. 


Conjoint Board.—F.R.C.S.— Primary Examination: E. F. 
King, M.B., Ch.B. (Bristol), D.O.M.S., N. C. Tanner. 

M.R.C.S., L.R.C.P.—Pre-medical : Emina M. Hamdy (in 
Physics). 

M.R.C.S.  L.R.C.P.— First Examination. Part I. 
(Pharmacy and Materia Medica): W. L. Sleight, J. L. W. Davies. 

M.R.C.S., L.R.C.P.—Final Examination.—R. A. 8. Cory, 
J. V. Lucas (in Midwifery only), R. J. Krogh (in Midwifery 
only), N. D. Gerrish (in Midwifery only), V. E. N. Allen (in 
Surgery, completing Examination). 
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L.D.S., R.C.S.—First Professional Examination. Part I, 
(Dental Mechanics): J. K. Noot, Q. A. Davies, E. S. Edwards, 
W. F. G. Harvey, J. J. Hinton, J. P. Price. 


L.D.S., R.C.S.—First Professional Examination. Part 11, 
(Dental Metallurgy): D. R. Jones, W. R. R. Newton, L. 
Symonds, K. V. M. Taylor-Milton, C. A. G. Evans. 


L.D.S., R.C.S.—First Professional Examination. Part L11, 
(Anatomy and Physiology): G. E. Chadd, E. R. Dowland, 
EK. 8S. Edwards, W. U. Harwood, R. E. Morgan, A. M. Watson, 
J. H. White. 


L.D.S., R.C.S.—First Professional Examination. Part 111 (b). 
(Dental Anatomy): Q. A. Davies, J. D. Sellers. 


Society of Apothecaries.—L.S.A.—Surgery : L. P. Gregory. 


The Annual Medical Dinner of the Bristol Medical School 
was held on Thursday, December 13th, at the University 
Union (Victoria Rooms). Past and _ present students, 
practitioners in Bristol and the neighbourhood, and members 
of the hospital staffs to the number of 158 met under the 
presidency of Dr. Newman Neild, F.R.C.P., the guest of the 
evening being Dr. R. A. Young, C.B.E., F.R.C.P., Senior 
Physician to the Middlesex Hospital. In proposing the King’s 
health the President made reference to His Majesty’s serious 
illness, and the anxious hope with which the whole nation 
waited fcr news of further improvement in his condition. 
After the loval toast had been drunk the President proposed 
the health of Dr. Young, and this was received with loud 
acclamation. Dr. Young, in responding, proposed “‘ The Bristol 
Medical School,”’ and Lieut.-Colonel G. S. Parkinson, D.S.O., 
R.A.M.C. (retired), and Mr. Hambly replied. Dr. Carey Coombs 
proposed the toast of the President, to which Dr. Newman 
Neild replied. 


After the tables had been cleared a most enjoyable dance 
took place, at which the wives of the “honoraries”’ of the 
B.R.I. and B.G.H. were the hostesses. 
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